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ABSTRACT 

This newsletter issue presents five articles 
addressing intervention with infants and toddlers having pervasive 
developmental disabilities. The first article is by Stanley I. 
Greenspan and is titled "Reconsidering the Diagnosis and Treatment of 
Very Young Children with Autistic Spectrum or Pervasive De^v *lopmental 
Disorder." This article explains a developmental model of these 
disorders, a treatment approach which has demonstrated substantial 
success, and principles of intervention. The second article is by 
Serena Wieder and is titled "Opening the Door: Approaches To Engage 
Children with Multisystem Developmental Disorders." It considers 
characteristics of these children, the meaning of early behavior, 
ways to foster these children's learning of new meanings and play 
skills, the development of symbolic functioning, and related 
therapies. The third article is a detailed case study by Rebecca 
Shahmoon Shanok, titled "Simon: Intensive, Multi-faceted Therapy with 
a Developmentally Delayed Little Boy." Next, Barbara Kalmanson, in 
"Diagnosis and Treatment of Infants and Young Children with Pervasive 
Developmental Disorders," focuses on the parentis subjective 
experiences of this type of child and ways to help these parents 
develop effective parent-child relationships. The last article is 
"Approaches to the Development of Social Communication in Foster 
Children with Pervasive Developmental Disorder" by Jaswinder Kaur 
Ghuman and Wendy G. Kates. Also included are excerpts from a new book 
"Heart Start: The Emotional Foundations of School Readiness." (DB) 
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repon, their child began evidenc- 
ing (or intensifying alread\' exist- 
ing) oversensitivities to certain 
sounds or kinds of touch; the child 
no longer seemed to understand 
even simple words or gestures. 
Language stopped developing. 
Graduall>^ parents noticed that 
the child became increasing!) 
withdra^Ti, aimless and persever- 
ative. 

Fortunately^ as the articles in 
tliis issue of Zero to Three illus- 
trate, our understanding of these 
children is growing, and intensive, 
integrated treatment approaches 
are helping man\' children make 
extraordinary developmental pro- 
gress, the most remarkable of 
which Ls their ability' to relate to 
others with warmth, pleasure, 
empathy, and growing emotional 
flexibilitv. 



Stanley!. Green^xm, M£>. 

V* ery young children who have severe relationship 
and communication problems, in addition to motor, 
sensory, and cognitive difficulties, perplex and 
challenge their fiunilies and professionals. 

Not infirequently, parents will repon to a professional 
their concern abo?jt a two-and-a-half-year-old who is not 
^ developing language, doesn't look at or relate to them, and 
shows no interest in peers. Asked about the childs earlier 
X development, parents often recall that development in the 
^larst year of life was "typical." Their child enjoyed hugging 
*0(^and cuddling and began purposeful gesturing. Family video- 
tapes often document these recollections (infrequently, the 
^ diioSculties began much earlier). But berv\^een 12 and 15 
^months, the childs preverbal, gestural system of commun- 
ication stopped developing. The toddler did not, for example, 
grab a parents hand, lead her to the refrigerator, and vocalize 
and/or gesture for a certain food. At the same time, parents 
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For reasons not yet entirely clear, but that may go 
beyond improved early identification services, programs 
serving infiints young children and their families are re- 
porting being challenged by more and more children with 
severe relationship and communication problems. Many of 
the behaviors these children evidence were originally de- 
scribed by Kanner as autistic. According to Kanner, "The 
outstanding ^pathognomonic' fundamental disorder is the 
children's inability to relate . . . from the beginning of life 
... an extreme autistic aloneness that . . . disregards, 
ignores, shuts out anything . . . from the outside." (Kanner, 
1943). These behaviors are systematized in the American 
Psychiatric Association Diagnostic Marmots (DSM-III)R) 
category— Pervasive Developmental Disorder (FDD). The 
FDD category has two subtypes: Autistic Disorder ( the more 
classic and severe form) and Pervasive Developmental 
Disorder Not Otherwise Reified (PDDNOS) (the more 
general type wliich is diagnosed when there is a basic 
impairment in relating and communicating, but all the formal 
criteria for autistic disorder are not met). Currently, most 
children with severe relationship and communication 
problems are diagnosed as having one of these two subtypes 
of FDD. 

Infant/family programs are seeing 
more and more children with severe 
relationship and communication 
problems. 

Yet as we see more children diagnosed as FDD at 
younger ages, there are clinical features that challenge die 
existing conceptual firamework. Children are presenting with 
a continuum of relationship and affect ejqjression patterns 
rather than one distinct type. Interestingly, clinicians, be- 
cause of the lack of more af«propriate diagnostic categories, 
use PDDNOS for many children who have various com- 
binations of social, language and cognitive dysfunctions, even 
when there are varying degrees of social relatedness. Farents, 
however, are very aware that autism and PDDNOS are pan 
of the same broad FDD category. 

For the majority of children, the relationship problem 
is not dearly in evidence in the first year of life (as thou^t 
by Kanner) but occurs more often in the second and third 
years, in connection with difficulties with processing sen- 
sations. Furthermore, each child has his or her own unique 
profile for processing sensations (i.e., "regulatory** profile). 
This includes differences in seasory reactivity (e.g., tactile, 
auditory, visual), sensory processing (e.g., auditory/veibal, 
visual/^)atial), and motor tone and motor planning. Most 
importantly, the assumption that children with FDD, for 
the most part, remain relatively unrelated to others, rigid, 
mechanical, and idiosyncratic (as stated in DSM-DI-R) is 
not supported by our recent clinical experience. With earty 
diagnosis and a comprehensive integrated relationship-based 
treatment approach, children originally^ diagnosed as FDD 
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are learning to relate to others with warmth, empathy and 
emotional flexibility— characteristics that run contrary to 
the very defirjtion of FDD and that hav^e been thought to 
be possible only for an exceptional few. A number of children 
we have been working with, diagnosed as autistic or FDD 
NOS between ages 18 months and 30 months, \^^o are 
now five to seven years old, are fully communicative (using 
conqjlex sentences adaptivel)' ) , warm, loving and joyful. The\' 
attend regular schools, are mast("nng the earh' academic 
tasks, are enjoying friendships and are especially adept at 
im^inative play. While it is not yet clear what percentage 
of children will be capable of these types of costive gairvs, 
significantly, the capacity' to become comfortable with close- 
ness and dependenq', and cx^en become jo^'fiii, jq>pears to 
be attainable, often early in the treatment program, no matter 
what the rate of cognitive and language gains. In addition, 
cognitive potential cannot be explored until interactive 
experiences are routine. 



All diagnostic assessments of young 
children should include careful 
observation of interactive play 
between caregiver and child. 



The traditional pessimistic prognosis for FDD has been 
based on experience with children who tend to begin 
treatment at slightly older ages (later than ber^'cen 18 and 
30 months), and wlio rece^^ed more mechanical, structured 
treatment sq^proaches rather than rclationsliip, affect cuing 
based approaches. The possibilit}- must be considered that 
approaches whicJi do not pull tiie child into spontaneous 
joyful relationship patterns may intensify rather than 
remediate the child's diffic^t>'. Even with older FDD t>pe 
children who ajq)ear quite fixed in their perseveratrve 
panems, as more gestural and/or verbal interactions get 
going, the perseverative and idiosyncratic behavior decreases 
and adaptive behavior increases, as does the general sense 
of relatedness. 

The £ia that there appears to be a continuum of 
relationship and communication problems ratiier than sharp 
qualitative differences, significant individual differences in 
each child, and greater potential for emotional growth than 
formerly thought, mandates that we reconsider our long- 
held assunptions about FDD. It is especially important to 
reconsider the notions that there is a fixed biological deficit 
in the capacity to form an interactive relationship, that there 
is almost always either only minimal progress or chronic 
deterioration, and that these children arc not enable of 
real emotional warmth, love and sensitivit>' in the way other 
children are. 

It LS crucial that all diagnostic assessments of \'()ung 
children include careful observation of interactive play be- 
tween caregixTr and child as well as clinician and diild. 
>X^ere this is not done, as has been tlie case wth a number 
of children '^tiom 1 ha\'e seen recently, clinicians have failed 



Editoi^s note: 

The contributors to this issue of Zero to Three offer us ways 
to understand and si^)poft the dcvdopment of inunts and 
young children who have diflScultics in communicaiir^ with 
others and in human relationships, combined with motor, 
sensory, and cognitive problems Stanley Green^MUi, Serena 
Wicder» Rebecca Shalunoon Shanok, Barbara Kalmanson, J 
JaswinderGhuman, and Wendy Kates challenge us to consider • 
some issues that have in^lications not only fbr these children ^ 
but throu^KHit our field | 
Ihese issues iiKlude: • 

• Timing from each other— No single professional 1 
can hope to absorb the full multidisdplinary literature, master 
the range of thenq^eutic techniques, and evaluate all promising j 
conceptual and treatment hypotheses cotKeming infiuits and j 
young children with pervasive and multisystem devdopmental I 
disorders. The parents and professionals whose experiences 
are reflected in this issue are committed to leamii^ from each 
other's experience, and to working together rcspectfiiUy on 
behalf of vulnerable diildrca 

• xhc complicated relationship between theoret- 
ical models and direct observation— We need theories, 
hypotheses, and systems of diagnostic classification to help 
us order our pcrcrptions of developing young children and 
their fiuniiies aiul suggest effective intervention ;qpproaches. 
But we must also recognize that when the model in our heads 
does not suflSdently correspond to the children aiKi fiimilies 
befiore our eyes, then we need to reconsider the model, in 
the search for growth-pronaoting ;f)proache& 

• The need to serve typ'^^aUy and atypically devel- 
oping young children wlthkii .adequately staffed, dcvel- 
opmcntally s^jpropriatc settings— The articles in this issue 
remind us of very young children's tremendous potential for 
healthy adaptation They also illustrate the precariousness of 
hard-won dcvdoproentsil adiicvcments. All infants, toddlers, 
and their families need ;q)prapriate, competent su^iport to 
master the critical challenges of the earliest years of life. 
Inadequately staifficd and oqgani'zed programs can harm not 
only diildren with disabilities but also typically developing 
diildren; in this sense all infioits and toddlers are "at risk." 

• Iiivesdnginin£auit5,toddlcfS,aiMlthcir£afliilks ~ 
SoHK nM^t argue that the iruciBivc, ooinprehcrisivc treatment 
^^ppcoaches for infants, toddkis, and their families that the 
contributors to this issue recommend are *too expensive." 
This is an old story: The same decision makers who declare 
the costs of prevention, aixl of treatment ^jproadies involving 
substantial personal contact, exorbitant will often end up paying 
for hi^^i-tedi procedures aiKi institutional care after the fid | 

Investing in specialized care for vulnerable infants and 
toddlers aiKl their fiunilics is costly. But too expensive? 
Con^xued to what? 

We would like to acknowledge Stanley Greenspan s special 
contribution to this issue of Zero to Three. His own essay 
reflects his extensive experience in observing and treating 
infimts and yot^ng diiWrcn with pervasive and multisy«cm 
de\^k)pmaKal disorders He has also been the teacher and/ 
or colleague of other contributors. 

Finally, we would like to invite parents practitioners from 
all disdi^ines, aiKl researchers to share their own perspectives \ 
on understanding and si^jporting the development of intuits 
and toddlers with communications arxi relationship difficulties, 
as well as other developmental challenges Ideas can be shanid 
throii0i Letters to the Editor. We ako welcome suggc^ons 
for articles that mighi be published in forthcoming issues of 
Zero to Three. 
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to identify children's emerging capacities to relate warml)' 
and intimately with parents or other familiar caregivers, and 
misdiagnoses, leading to inappropriate treatment recom- 
mendations, have been made. 

A developmental model 

A hypothesis to consider is that while the child's unique, 
biologically based way of processing and organizing 
experiences predi^x)ses him to relationship and commun- 
ication difficulties and perseverative and idiosyncratic 
behaviors, it is the types of interactions, or lack thereof 
that bring the child's biology into an experiential context. 
And it is his experiences that determine much of how the 
child feels and behaves. 

An infant, toddler or preschooler's auditory/verbal, 
visual/^atial and/or perceptual/motor processing diflScuI- 
ties may make ordinar}^ relating and communication 
challenging. The people in her immediate environment often 
will not be able to find some ^cial way to engage and 
interact with her. Vital social learning may not, therefore, 
occur during important periods of development. For 
example, critical social skills, such as reciprocal gesturing 
and comprehending the "rules" of complex social inter- 
actions are learned at an c^cialiy rapid rate between 12 
and 24 months. A deficit in these skills could easily look 
like a biological deficit rather than a reaction to underlying 
regulatory diiOBicuities (which ma>^ have a biological basis). 



The therapeutic program must begin 
as soon as possible. 



By the time these children come to professional attention, 
their challenging interaction patterns with their caregivers 
may be intensifying their difficulties. The>' are likely to 
perplex, confuse, frustrate, and undermine purposeful, 
interactive communication of even very competent parents. 
Parents often rely as much on the child's communicati\r 
signals as the child relies on the parents' signals. Parents 
are not prepared for a toddler who looks awa\' or withdraws. 
Losing engagement and intentional, interaarve relatedness 
to key caregivers, the children seem to withdraw more 
idiosynoraticall)' into their own world. This hypothesis 
suggests, therefore, that there are biologically based 
regulatory difficulties which contribute to, but are not 
decisive in determining, the relationship and communication 
difficulties. When problems are perceived early, caregivers 
and children, with apprqpriate professional help, can learn 
to work around the regulatory' dysfunctions and their 
associated relationship and communication problems, and 
form varying degrees of warm, empathetic and satisfying 
relationships. 

In order to recognize the range of different difficulties 
one observes in children with these regulator)^ patterns, 
it may be useftil to consider two broad types of disorders: 



Reguiatory EHsorders are present when children have 
the r^;ulatory variations described above, but can 
nevertheless relate to others and communicate in an 
-age-appropriate fashion 

MidUsystem Developmental Delay can be used to 
describe children wiio, as part of a severe r^;ulator>^ 
dysfunction, also evidence disturbances in relating and 
communicating. Multisystem Developmental Dela>' 
being a self-evident descriptive term does not carry 
the negative connotations of autism or PDD, and does 
not rest on a questionable assun^tion that these types 
of children are not enable of love, warmth and comfort 
with dependency. It may help us take a fresh look at 
the phenomenon often classified as autism. 

Treatment program 

A comprehensive treatment program for infants, 
toddlers and pre-schoolers with these problems involves 
hewing the child reestablish the developmental sequence 
which went awry. For many children this means establishing 
a relationship with two-way communication (sin:q)le ges- 
tures progressing to con^lex ones and then symboL). Tliis 
involves patiently working aroimd and with his sensory 
processing and other regulatory difficulties to establish a 
pleasurable sense of attention and engagement. Following 
the child's lead and supporting his spontaneit)', internal 
motivation, and affective expression in free play and un- 
structured interactions are the vehicles for accon^lishing 
this task. This approach may require enormous ingenuity 
and persistence when a child's behavior consists of wander- 
ing about aimlessly' or perse\'eratively rubbing a favorite 
object. But such basic strategies as comforting, wooing, and 
getting in the way of the aimless wanderer or clamping 
one's own hand on the perseverative rubber's object of desire 
(so that the child has to deal with one) may create the 
^ntaneous, self-motivated interaction that will restart the 
developmental process. 

The ther^utic program must b^^n as soon as possible. 
The more quickly these children aiKl their parents are re- 
engaged in emotional interactions that use their emerging, 
but not ftiUy developing, capacities for communication 
(initially with gestures rather than words), the better they 
do. The longer such children remain imcommunicative, and 
the more parents lose their sense of their child's earlier 
relatedness, the more deeply the children withdraw, and 
the more perseverative and idiosyncratic they become. 

To spend months assessing a child, or waiting to see 
hov/ the child does on his own, before b^inning treatment 
Is to waste critical time. Unless there is strong indication 
that adaptive development is proceeding on its own or the 
delays is limited only to a narrow aspect of language or motor 
behavior, there Ls no time to **wait and see." When very 
\oimg children with severe difficulties in relating and com- 
municating come to professional attention, assessment and 
appropriate intervention must be begun wtthiri days. Often, 
interventions can be started while assessments are in 
progress. 
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A coinjrehensh'e program may include interactive pl2>' 
therapy (3 to 5 times per week) often involving both child 
and parents, speech therapy (3 to 5 times per week), 
ocaqxuional therapy to 5 times per week), and parent 
counseling. During the preschool years, an important 
conqx)nent of such a program is an integrated (i.e., of 
the class of children with ^cial needs and % of the class 
of children without ^cial needs) preschool which has 
teachers e^cially gifted in interacting with challenging 
children and woridng with them on interactional gesturing 
and affective ciung and early symbolic communication, as 
well as q)eech/language therapy, occupational therap}', and 
^cial education components. In such a program, the 
children with these patterns interaa with children vAio 
are fiilly interactional and communicative. As a child reaches 
out for relationships, there are peers vAio reach back 

In order to help in the initiation of or return to an 
adaptive pattern of social development, there are a number 
of important challenges that must be met. These invoh'c 
helping the child learn to attend, relate, interact, experience 
a range of feelings, and ultimately think and relate in an 
organized and logical manner. These challenges involve the 
caregivers' and therapist's awareness of the steps the child 
needs to master his core developmental competencies. 

Before looking at ho\^' one can help this most 
challenging group of children master their core develop- 
mental processes, it may be useful to identify' some of the 
common strategies that are often unheipfuL 

One of the most common unhelpful approaches Ls to 
lose si^t of the develc^mental progression the child needs, 
and instead, to zoom in on particular skills in a fragmented 
or isolated way. For example, a child may be aimless and 
distracted A parent or therapist may be trying to get the 
child to put a square block in a square hole. The child 
may do everything but look at the adult and try to cop\* 
what the adult is doing. Frustrated by the child's in- 
attentiveness, the therapist or parent ( often the parent copies 
the thenq>ist) may hold the child's face and insist that the 
child look at him or her. Next one may try to get the child 
to listen by talking in a repetitive monotone (much like 
a con^uter voice in a tram car at an airport ), If the therapist 
has been influenced by behavioral schools of thought, he 
may add on a reward every time the child does look at 
hinL l^e therapist mi^t offer verbal praise (also delivered 
in a con^Hiterized monotone), "Good boy. Good boy. Good 
boy," as well as a piece of candy or other treat. 

With such mechanical and rigid approaches it is not 
atypical for children with autistic spectrum/pervasive devel- 
opmental disorder patterns to become more stereotyped 
and more perseverative as they grow. One needs to consider 
the hypothesis that the types of overly rigid and structured 
interventions that have been organized on behalf of these 
infants and children in part support rather than remediate 
their more mechanical behavior. 

In addition, there is a tendency even among the most 
relationship-oriented therapists to ignore the delayed child's 
core needs and developmental level. The therapist assumes 



that he or she can form a relationdiip with the child by 
singly positioning himself next to the child and perhaps 
cq^ying and/or commenting on what the child is doing. 
He might sa>', "Oh, Jcrfinny is putting one block on top 
of the other. Oh, Johnny is knocking it down now. Now 
Johnny is building it up agaiiL" He may even sa}', "Oh boy, 
Johnny is angry at the blocks," or "Now Johnny likes the 
blocks." Meanwhile, the child may not look at the adult, 
show little or no emotion, and not necessarily take in what 
is being said A therapist and a child may go on in this 
fashion for weeks, months, and possibly even years, with 
very little movement or gaiiL The problem is that the child 
who is not yet functioning at a symbolic level or even at 
a level that involves complex interactive gestures Ls being 
approached as though she understands more than she does. 
She will sense some warmth, but litde else. What occurs 
Ls a type of parallel play between therapist and child, rather 
than true interactional play. 



The primary goal of intervention is 
to enable children to form a sense 
of their own personhood. 



The tendency to work on "^linter" skills (an isolated, 
often rote-learned cogniti\'e capacity) is another way of 
working developmentalh' "above" a child. The parent under- 
standably wants his cognitively and language-dela>'ed child 
to appear more normal. The therapist would also like some 
signs of intellectual brilliance from a delayed youngster. 
Together they may help the child to master certain ^linter 
skills, such as having a child say the days of the week or 
recognize certain letters or words, or memorize the contents 
of a book. However, a change of place or context or even 
the verbal sequence used to elicit the behavior will take 
away the child's ability to recognize the letters or read the 
book in any but a concrete and perseverative way. At the 
same time, more basic interactive skills that would serve 
as a foundation for true thinking and communicating are 
ignored. 

Principles of intervention 

The^primary goal of intervention is to enable children 
to form a sense of their own personhood— a sense of 
themseh'es as intentional interactive individuals. The sense 
of one's personhood evolves from the infant's or young child's 
ability to abstract from his seemingly infinite number of 
affective interactions with his caregivers. This sense of 
"personhood" seems initially to organize itself around phy- 
sical sensations, a sense of connection to others and a sense 
of intentionality (two-way conununication, involving the use 
of simple and complex gestures). Next it would define itself 
in terms of emerging representations or symbols as the\' 
became organized and differentiated As the setise of person- 
hood evolves, earlier and more fiindamental levels serve 
as a foundation for newer levels. 
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Intervention with cMdren with challenges requires (Mie 
to remember that their sease of their own being derives 
not simply from their language functioning or their motor 
functioning or their cognitioa Working with each or any 
of these areas in isolation may only continue a sense of 
fragmentation Their sense of themselves derives from how 
they utilize their bodies as part of intentional engagements 
and interactions and how they organize the affects these 
interactions generate. Not only emotional capacities, but 
cognitive ones such as the ability to think and reason, are 
based on the child*s ability to abstraa from his own affective 
experience. One must, therefore, always ask how any inter- 
vention affects the child's ability to abstract and organize 
an emotional, sensation-based ejqperience of wiio he is. 
Because these children often lack the most basic foundation 
for interpersonal experiences (that is, they are often not 
interactive in the purposeful way that ordinary eight-month- 
olds are), much of the experience that they migjht use to 
abstract a sense of their own personhood is not available 
to them. 

Therefore, for these children, the earliest therapeutic 
goals must be geared to the first steps in the des-elopmental 
progression, that is, to foster focus and concentration, en- 
gagement with the human world, and two-way intentional 
communication ( and then symbolic levels ) in order to create 
tx. interactive experiences the child can use to abstract 
a sense of who he or she is. 

As one fosters focus and engagement, one must pa>' 
attention to the child*s regulatory difficulties. For example, 
if he is overreactive to sound, talking to iiim in a normal 
loud voice may lead him to become more aimless and more 
withdrawn If he is overreactive to sights, bright lights and 
even very animated fecial expressions may be overwhelming 
for him. On the other hand, if he is underreaaive to 
sensations of sound and visual/^atial input, talking in a 
strong voice and using animated fecial expressions in a well- 
lit room may help him attend Similarly, in terms of his 
receptive language skills, if he is alread>' at the point where 
he can decode a complex rhythm, making interesting sounds 
in complex patterns ma>' be helpftil. On the other hand, 
if he can only decode very simple, two-sequence rhythms, 
and perhaps understands a single word here and there, using 
single words (not as s>'mbolic communication, but as 
gestural communication) and using simple patterns of sound 
may help him engage. 

One may find that he remains relatively better focused 
in motion, such as being swung. Certain movement rhythms 
may be more effiective than others. For some children, fest 
rhythms, such as one swing per second, may be ideal. For 
others, slow rhythms, similar to the breathing rate (one 
swing every four or five or six seconds) may be ideal. 
Different kinds of tactile input may foster concentration and 
focus, such as firm pressure on the back or the arms or 
the legs. Large motor movement and joint compressing ma\' 
also foster attending (i.e., jumping on the bed, or any 
trampoline-like motion). Each in£ant and child Ls unique. 



It is e^dalty difficult to foster a sense of intimac>'. 
Here, as one helps a child attend and engage, it is criticaih* 
important to take advantage of a child's own natural interests. 
Follow the child's lead and look for opportunities for that 
visceral sense of pleasure and intimacy that leads a child 
to tvant to relate to the human world Intimac>' can be 
supported as one works on forming simple and then more 
conplex, gestural communications. 

For example, the fether of a very withdrawn child was 
only verbalizing to his child The therapist su^ested trying 
single gestural interactions first. Hie fether put his hand 
on a toy car very gentl>\ as his son was exploring it, and 
pointed to a particular part, as though to sa)\ *'>X'hat's that?" 
But in pointing, the fether actually moved the car, so the 
son felt the car moving in his hands and noticed without 
upset his fethefs involvement Hie son took the car back 
but looked at vviiere the fether had touched with his fingers. 
This more i^iysicai, gestural communication seemed to get 
at least a feint circle of communication opened and closed— 
the son's interest in the car, the feiher's pointiiig to a spot 
on the car, moving it a littie, and the son's looking at that 
particular ^t, even thou^ he took the car back— which, 
inddently was also a circle-closing response. Opening and 
closing circles of communication is the primary unit of 
gestural interaction, and it creates a foundation for all 
subsequent communication. 

After getting this minimal interaction going, as the son 
was moving the car back and forth, the fether got another 
car and started moving it back and forth next to his son. 

ROBERT MA13T 
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The £ither had his car move toward his son's car, but did 
not crash into it The son initially pulled his car out of 
the way but then moved his car fest as his father had, toward 
hL*i fsuher's car. Now three or four circles were dosed in 
a \X)w and a real interaction was beginning. 

Next one fosters the movement firom gestures to 
symbols. As fiither and son were usiTig the car for simple 
:md complex gestures, the father started to ssy, "fast" and 
"slow" to describe his own actioa When he moved it fast, 
he said 'fast," and when he moved it slow, he said "slow." 
After four or five repetitions, the boy boomed his car into 
his father's car and said the word fast, although not pro- 
nouncing it quite clear!}'. The father beamed He was amazed 
that his son could learn a new^ word and use it appropriately 
so quickly. Words and symbols can be learned quickly, if 
they are related to the child's actual e:q)eriences and built 
on the child's gestures. Words in isolation or as inqx>sed 
labels have little meaning for the child. 

A major challenge for thersptsts and parents is the child's 
tendency to perseverate. One child would only open and 
close a door. Another would only bang blocks together. 
How do you woric with such patterns— do you try to get 
the child to do something else and get into a power struggle? 
The key is to make the perseveration an interactioa Then 
it is no longer perseverative. Use the child's intense mo- 
tivation to his advantage and get gestural circles of 
communication opened and closed For example, get stuck 
in his door or get your hands caught between the blocks. 
Be gentie and playful as he tries to get you out of his wa\- 
(like a cat and mouse game). Gestural interactions will be 
occurring, and his behavior will be strikingly purposeful 
and affective, even thou^ the affect may be annoyance or 
anger. You welcome aU human feelings. You do modulate 
them, however, and help soothe and comfort as well. 

Another challenge, as one moves toward more re- 
presentational or symbolic elaboration, is to help the child 
differentiate his experience. The child needs to learn cause- 
and-eflfect communication and to make connections be- 
tween various representations or ideas. 

Since most children with pervasive and multisystem 
developmental delays have diflSculty with receptive language 
(that is, auditory processing), and some also have diflScult}- 
with visual/^>atial processing, it is much easier for them 
to pay attention to their own ideas rather than the ideas 
of others, A child with this type of pattern has to work 
perh^ 100 times harder to take in verbal, or at times 
visual, inft>rnution from his caregiver or therapist ti:an to 
sense his own inner sensations or perceptions. 

The way the child categorizes his experiences at tlie 
level of symbols or representations is through feedback. The 
parent becomes the representative of wliat is outside the 
child and the foundation for reality. 

The clinician's or parent's ability to enter the child's 
symbolic world becomes the critical vehicle for fostering 
emotional differentiation and higher levels of abstract and 
logical thinking. When during pretend play the child, for 
example, ignores the therapist's inquiry about who sits where 



at the tea party, the then^ist should bring the child back 
to the comment or question until the child closes the 
symbolic drdc. 



Relating to the child when he is feeling 
strong affects is critical. 



The adult mi^t "play dumb" (a little like the TV' 
charaaer Columbo), and bring the child back to the point 
of confusion. For example, when the child has the puppet 
biting the head of the cat, die parent may sa>', "Ouch, you 
hurt me." Then the child looks at the tree outside, the 
parent may ask, "But what about the cat? What about his 
ouch?" If the child then says, "I'll give another ouch," and 
bites the cat with the puppet, the child has closed the circle 
of communicaiioa If the parent then says, as the child goes 
back to the tree, "Don't you want to talk more about the 
cat?" and if the child says, "No, let's look at the tree," the 
child has closed yet another circle and also created a logical 
bridge fix)m one set of ideas to the other. As the parent 
or thei^5)ist helps the child create such bridges, always 
following the child's lead, the child becomes more and more 
differentiated. But if the parent eithei^ lets the child go on 
his own (and becomes fragmented with the child) or be- 
comes too rigid and controlling, differentiation may become 
compromised 

Relating to the child when he is feeling strong affects 
is critical. When a child is motivated, for example, in trying 
to negotiate to get a certain kind of food or to go outside, 
there is often an opportunity to open and close many 
symbolic circles. The child who is trying to open the door, 
because he wants to go outside and is angry that he can't, 
may, in the midst of crying and angry shouting, open and 
dose twenty circles of communicatioa In fact, during these 
high states of motivation children will often be very dif- 
ferentiated in their thinking. It is inportant not to frustrate 
the child deliberately, but it is also important to recognize 
that frustration derived from a difference of opinion is a 
fine motivator and one that occurs naturally. Stretch the 
transition times and the periods of negotiation. Often a 
parent or therapist wants to cut short a power struggle 
over going outside, for example, or gives indirect feedback 
("m2^ . . . but why don't you look at your book?") because 
the child is angry and demanding. It is great for a child 
to be demanding as long as he is gesturally or verbally 
opening and dosing cirdes. Stretch out these periods of 
"motivated" interaction and provide clear and direct 
feedback ("I want to go out"; "Not now"; "Now"; "Later"; 
"Not later, now," etc.). The intense affect and motivation, 
w^en combined with interactions, help the child define 
himself emotionally. 

Children with multisystem developmental delays often 
find it especially diflScult to shift from concrete modes of 
thinking or using ideas to more abstract ones, in pan because 
they do not easily generalize from a ^cific experience 
to other similar experiences. There is a temptation to teach 
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the child answers and repeat the same question by scripting 
the dialogue. Sometimes this is justified by "I don*t want 
to confuse him with too many new questions." Parents, 
educators, and therapists faistrated by slow progress ma}^ 
wish to create an illusion of progress through the mastery 
of some rote-learned statements. 



It is important to help the child btiild 
on other people's information instead 
of developing more idiosyncratic 
thinking. 



But the child can only learn to abstract and generalize 
through active experience. The slower the going, the more, 
not less, ^ntaneous active symbolic interaction the child 
needs. It is often helpful to assist the child in elaborating 
his communication, going from the general to the specific, 
always taking advantage of high states of motivation. 
Consider, for example, a child at play who has a toy figure 
sitting on a car; the child is rolling the car toward a toy 
building. The adult enters the play gesturally, moving another 
car alongside, and asks, *'^X1lat's going to happen?" The child 
is silent. Not getting a re^x)nse to this most general elab- 
oration, the adult moves to the next level, offering 
alternatives. "Should we go to the garage or the house over 
here?" Often, with these more concrete alternatives, the 
child will say, "Garage" or "House" or point to one or the 
other. If the child remains silent, one may simplify' the 
elaboration even further, still being careftil not to tell the 
child what to do. As the child is moving the car, instead 
of oversimplifying and saying, "Okay, we are going to the 
garage," one mig^t say, "Oka>\ the cars are going into m\- 
mouth." The child may find this silly and say, "No. the garage" 
or may just laugh. In either case, a nice symbolic circle 
has been dosed. 

Overview of the steps in the recovery firoai multi- 
system and pervasive development disorder 

As we work with multisystem and pervasive develop- 
mental disorder children, it is important to recognize that 
one can facilitate their moving from one stage to another 
only through a certain sequence of steps. Often they begin 
by being withdrawn avoidant, and aimless. Next, minimal 
gestures are used, after the parents, caregivers, and therapists 
are able to foster enough sense of engagement, concen- 
tration, and focus to begin to see simple circles being opened 
and closed. Initiail}', the circles are opened and closed in 
a more reactive way. Slowly but surely the child^s initiative 
takes over, particularly if the parents are careful to follo^\ 
his lead. Simple gestures and an initial level of engagement 
and focus give way to more complex gestures— first more- 
reactive, and then more self-initiated and assertive. 

As interactive gestures become routine, one may sec 
the child develop more detail and subdety in his facial 
expressions and for the first time evidence the expressions 



and looks of one or both of his parents. This is a significant 
step in the development of his humanit>'. 

The child moves from complex gestures to fiagmented 
symbolic capacities. The capacity will be there one day, 
then it may not be there for several days; then again, there 
may be a word to accompany a gesture or an isolated piece 
of symbolic play, such as puttii^ a puppet on the hand 

As this piecemeal capacit>^ becomes more routine, we 
then see a stage that may have never been described before 
in accounts of the recovery of children with pervasi\'e 
developmental disorder and multisystem delays— a ver>' 
intense, driven, hypomanic quality in using representation 
or ideation. The children become need}' and cling almost 
as though they had discovered the human world is a great 
place and they don't want to lose it. They can chit-chat 
endlessly, only the chit-chat has, as indicated earlier, a 
ftagmented qualit>^ Islands of representation emerge rather 
than organized, complete thougjtits. Bridges fi-om one set 
of communications to another are often not dear. 

After children go through this driveii stage, the intensit>^ 
often evens out, particularly with more differentiation in 
their thinking. They become more capable of organized 
thought, as their affect returns to a calmer state; their 
emotional signaling and gesturing, as weD as their use of 
words, ^>pear to be more and more adaptive. However, 
even with this prc^ess, the child's thinking may tend to 
be based on his own imagination, because he still has more 
difficulty receiving information from others. It is in^x)rtant 
for caregivers and therapists to help the child open and 
close symbolic circles, so that he can build on other people's 
information instead of developing more and more idio- 
svncratic, obsessional, and ritualistic thinking. In fact, the 
more he is helped through active e^q^erience to respond 
to the ideas and feelings of others, as well, the more flexible 
he becomes. 

Parents of children with developmental disabilities 
share a number of patterns that are critical for the theK?)ist 
to colore. Sometimes feelings are subtie and beneath the 
surface. Parents may feel depressed and withdraw from their 
children; they may deny their sadness and disappointment 
and become overiy perfectionist and controlling; tiiey ma>' 
vacillate among withdrawing, states of depression, and 
intrusive, over<ontrolling patterns. In addition, each parent 
may have his or her own fantasies and related feelings, such 
as feelings of guilt: **What did I do to make my child so 
unre^x)nsive?" Or of anger: "This is unfair. IVe worked too 
hard for this to be true." The anger may be at the child; 
it may be at the spouse; it may be at the clinicians and 
service providers. 

An integrated invervention prograim 

The developmental processes described above are best 
supported throue.h integrated intervention programs. But 
in order to suppc.'. ihese processes, many communities need 
to rethink the way in which they organize early intervention 
and education for children with pervasive and multisystem 
delaN-s and disorders, as well as for all children with dls- 
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abilities. The following recommendations for a treatment 
and educational program for infiants and young children with 
pervasive and multiple developmental delays and dysfunc- 
tions grow out of the developmental per^ctive offered 
above. 

1. Each child should have a muttidisciplinary 
team comprised of a mental heahh professional, a 
speech pathologist^ aii occupational therapist and 
special educator. Intensive work with the child and his 
or her family (e.g., ^>eech therapy, occupational therapy) 
as described earlier is the core of the program. 

2. During part of every day, an earfy intervention 
program should focus on the interaction patterns of 
the in£smt or young child and his or her parents. 

3. A professional should consuh with the patents 
and other caregivers at least once a week to help with 
£amily dynamics and interactive patterns at home. 

4. Children with disabilities should be integrated 
into adequately staffed, developmentally appropriate 
eatiy childhood care and education programs with 
typicaUy developing children of a similar chronolog- 
ical age or developmental level, with one or two 
preschool children with disabilities in a group with 
five typically developing children. Grouping children 
with disabilities with each other may not be in the interest 
of any individual child, e^ciall)' if a child's disability includes 
difficulties in communication or social interaction. As the 
child tries to communicate, he needs someone who can 
communicate back. 

5. Early interventionists, child care providers and 
teachers should be trained in techniques for mobil- 
izing socially and emotionally appropriate peer-to- 
peer interaction, particularly between children with 
disabilities and typically developing ctdldren. 

Conclusion 

This article has outlined some of the therapeutic issues 
related to children with multisystem developmental delay's 
or pervasive developmental disorders. Underlying its recom- 
mendati(Mis is the concept of helping tlic child establish 
an inner sense of his personhood. This sense de\'elops as 
the child becomes able to engage, focTis and concentrate, 
initiate two-way interaction, use simple and complex 
gestures, and symbolize and differentiate his experiences. 

The articles that follow will illustrate and exemplify- 
many of these poijits through case studies and clinical 
discussions. 4 



A more detailed disctission of the concepts atid 
therx^l)euticpnndples and strategies presen 
along tvith clinical case studies, can be found in Infancy 
and Early Childhood: The Practice of Oinical Assessment 
and Intervention with Emotional and Developmental 
Challenges (Green^an, 1992). 
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opening the Door: Approaches to Eng^e Children ^th 
Multisystem Developmental Disorders 



Serena Wieder, PbJ}., Stiver Spring, Maryland 

Our recent reconceptualization of conq)lex developmental 
problems such as autistic ^jectrum and pervasive devel- 
opmental disorders has opened the door to new and success- 
ful treatment approaches. First of all, we can now identify^ 
the ^>ecific sensory processing dysfunctions \\tiich derail 
healthy development by the second year of life, just when 
development is becoming increasingly complex and de- 
manding, requiring increased relatedness, communication, 
autonomy and thinking. Secondly, we now hav^e a multi- 
£u::eted integrated model of development to guide our 
assessment and treatment approaches step by step 
(Green^an, 1992). 

In this issue of 7 > to Three, Stanley Green^an pre- 
sents a reconsideration of autistic and pervasive develop- 
mental disorders. In fact, this entire issue challenges readers 
to reexamine their assunq)tions about these disorders and 
to question the intervention approaches they are using. For 
parents and professionals, the question will be How to learn 
more? 

This article will illustrate approaches that parents, 
teachers, and therapists can use to open the door to the 
world of children with multisystem developmental disorders. 
By finding ways to join the child in the way he or she 
organizes his or her experience of the world, it is possible 
to once again suj^rt the processes needed for healthy 
development Hie approaches to be described focus on how 
to begin sharing attention by joinin<^ what the child attends 
to, how to become more engaged in pleasurable and trusting 
ways, how to support more intentional and purposeful 
interaction, and how to open the door to the symbolic 
world These approaches are not presented as techniques 
to use in and of themselves, but as possible aids to the 
overriding goal of reengaging the child in a reciprocal 
relationship which wiD siq^rt the child's abilities to 
experience the full range of emotioas, themes and learning. 
The treatment process is both conq>lex and long, as we 
accompany these children throu^ development until thes- 
develop the abilities needed to learn and function 
independently. It includes ongoing intensive work with the 
family, the child, related therapists, the educational program, 
and other social and creative learning opportunities. (The 
other articles in this issue present in-depth cases which 
reflect the fiill range of the treatment process. ) It is in^rtant 
to note that this article is limited to possible ways to "open 
the door*' to begin engaging the child in the course of 
the treatment process, because this is often the most difficult 
step to take and requires the most patience and persistence 
to reach the child. 

The meaning of eariy behavior 

In <•"'fa^cy, experience comes through a variety of 
sensations, internal and external. Many of these are provided 



by parents \^o move, touch, talk to, look at, and care for 
their babies througji numerous sensory and motor inter- 
actions which convey their feelings and are the means for 
developing the relationshq? with their in&nt As a child 
gathers information fi^m vision, sound, touch, movement, 
and the effect of [gravity, the foundation for play, learning, 
and social interaction is formed 

Right from the start, tiie constitutional inclinations of 
infants are evident Some fiiss and disorganize, others appear 
placid and quiet, and still others are alert and well regulated. 
With maturation and re^xxisive car^iving, most infants 
adapt and develop normity. But some children continue 
to be under- and/or ovemeactivc to the worid around them 
as well as their internal states. As a result, they are deprived 
of the essential developmental experiences needed to build 
the foundations and structure for healthy emotional 
relationships and learning. 

Children with severe regulatory and multisystem devel- 
opmental disorders may show a few or many common be- 
haviors. They like to line up cars, trains, blocks and other 
objects into straigjht lines; they protest if any are moved. 
They seek anall spaces to squish into, pulling pillows down 
upon themselves, or they crawl under the mattresses and 
couch cushions. Tney jorap continuously or run back and 
forth, sure to move to the other side of the room when 
someone approaches. As they run, they step on objects as 
if they are not there. Their moves through space ^jpear 
quite hazardous, but they do not get hiirt. (But climbing 
n jungle gym may be difficult, when it is not clear where 
to step next or v^t to hold on to.) Some children lie 
on the floor or a sofa for long periods, as the>' collapse 
from the burden of keeping their bodies upright Others 
rub objects between their hands or won't touch new objects 
that do not present the cool hard surfaces they prefer. Still 
others ^jpear mesmerized by the spinning of objects or 
their own bodies, or gently roll little toys back and forth 
across their bellies. 

Many children cling to a favorite toy, which they must 
hold tightly even while exploring something new, gripping 
it in their hand as their fingers probe. A sudden siren or 
fire alarm sound brings their hands to their ears as their 
bodies cringe. On the other hand, they may enjoy the 
vibrations of a hair dryer or the breeze and sound of an 
air-conditioner. Haircuts and shantipoos are dreaded, thou^ 
swimming is enjoyed Children may shun direct eye contact 
and bright lights, but holding an object close and rotating 
it slowly appears fascinating. Even foods become restricted 
to a few with familiar textures. 

Often, children will object vehementh' if a new route 
is taken to a familiar destinatioa They ma>' become over- 
whelmed by busy, crowded places. Visiting a new place, 
childrai may turn their backs and withdraw, or tantrum. 
Enjojinent brings excitability and idiosyncratic mm'ements. 
The\' may find the vidcc tape that they have seen coundess 
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times comforting, and tune out television and the unknown. 
Many (rf these behavi'^rs are repeated again and again and 
again. 

For these children, things that don*t change and are 
predictable— like the ^ttapcs of letters, video images, the 
sounds of a nurseiy tune, or the sequence of toy cars in 
a line— make life sinq)ler and understandable. When one 
has rigid control over this very small world, life is safer. 
The child s perseveration can be thoi^t of as repetition 
of the safe and the familiar, a massive defense against the 
une3q)ected impact of further sensaions and uninteipretable 
demands, or the intensification of experience the child needs 
to feel life at alL 

Each of the beh.^ors described above reflects ^dfic 
under ajnd over-reactivity to sensory experiences which these 
children have diflficulty processing in normal ways. This 
atypical reactivity aflfeos their relatedness, affect, commun- 
ication and organization of experience. Children develop 
atypical behavior patterns to cope with the myriad sensations 
they cannot interpret or r^;ulate successfully. For exanple, 
constant iunq>ing, running and squishing into tight graces 
provide proprioceptive and vestibular ii^ut, helping the 
child locate his body in space. And if it is hard to stay 
upright because of low body muscle tone, which causes 
postural insecurity, then the child will ^nd long periods 
tying on the floor. Each of these behavior patterns helps 
the child cope, but interferes with relating or com- 
municating. 

Because we first learn through our senses, dysregulation 
and inadequate sensory processing drastically affect 
development, c^dally as the child approaches two years 
of age. Instead of moving forward, the child with con^lex 
problems becomes more entrenched in constricted behavior 
patterns wiiich often bring some lines of development to 
a halt Particular sensations, the children's re^X)nses to these 
sensations, and the way other people re^nd to the children 
themseh^ become their sensation-based experience of who 
they are and what life is about Changes in this status trigger 
alarm, fli^t and withdrawal, or total disorganizatioa It »s 
within this diflScult context that these children must learn 
and relate to their parents and others in the world It is 
within this context that they must learn to trust dependency* 
and find ways to survive. 

The behavior of children with multisystem develop- 
mental disorders— what they choose to do— is deliberate 
and necessary, even though it is not intentionally com- 
municative in adirect sense. As every fwrent of such a child 
knows, the child will re^nd vehemently if he meets any 
resistance to his organization of the world, or he will retreat 
Resistance and retreat are re^nses. The children have very 
powerful relationships with their parents— as skewed, con- 
trolling, and unrewarding as they may be— and are extremely 
dependent on their parents' cooperation in keeping the 
world the same for them. Thus the issue is not that tiiese 
children do not relate but that they relate straightforwardly 
and overtly only under certain circumstances. What appears 
as no response or a rejecting re^nse torn the child is 



a response. It is often the adult— parent or teacher— rather 
than the child who stops interacting, when he or she does 
not persist in finding some way to keep going and join 
the child 

Children with multisystem developmental disorders 
vary widely with respect to relatedness, interaction, affect, 
and communication, as well as sensory processing. Some 
are aimless and unrelated most of the time, lacking even 
simple intentional gestures. Some are intermittently related, 
c^>able some of the time of sinqjle intentional gestures, 
like exchangii^ objects. Some can be related much of the 
time, their tendency to withdraw relieved by islands of warm 
pleasurable affect; these children are more consistently able 
to use sinqjle social gestures like reaching, looking, vocal- 
izing, and exchanging objects, and are intermittently capable 
of conq)lex gestures like taking a parent to the door to 
leave. But almost all of these children resort to the sensory 
based behaviors described above to some extent 

The basic understanding erf the sensory processing that 
underlies these children's atypical behaviors also provides 
openings to treatment— that is, the start of mutual attention, 
mutual engagement and commimication, as described in 
the devel'^pmental-structuralist firarneworic (Green^an, 
1992). 

Learning new meanings and learning to pla^' 

The, earliest "games" that adults play with infants involve 
movement, touch, singing and visual pursuit It is to these 
early experiences, wiiich may liave once provided pleasure, 
that one returns to engage or reengage the child with 
minimal or intermittent relatedness. Encourage the parent 
to show you some of the things the child enjoys, and build 
on these. To do so, it is helpful to have certain materials 
available to interest the child wtiich they can choose (by 
touching) or signal interest in (by looking), to v^ich you 
might re^nd by using objects to show what they do. For 
exanq>le, you can diversify peek-a-boo games by hiding 
Koosh balls in pockets, under sleeves or pants, and on your 
head These appealing sensory toys provide lots of contact 
points that arc comfortably stimulating for most children. 
Similarly, few children will resist reaching into a small basket 
of cold, colorful marbles wiiich provide pressure against 
their fingers as they move them about and listen to their 
sounds. Dun^ii^ these marbles can be even more fun, and 
if this is the only way a child uses them, then do it too, 
to join the child in what is pleasurable. It only takes a few 
trials before the child will bc^ to put the marbles back 
or will anticipate your holding another basket imdemeath 
to catch the marbles they are ready to dun^. (Introduce 
the second basket fairly quickly so as not to spend a lot 
of time picking up spilled marbles.) When you return the 
next basket quickly to the child, she learns that you know 
what she enjoys and that you will help her have fiin. 

Many games can be built on this beginning: adding 
other small toys to the marbles basket, hiding objects in 
the marbles, dmding them, sorting them, feeding them to 
hungry sharks, etc. Use these games as part of the process 
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of opening and dosing cirdes of communication, so that 
a rtiythm of interactions is established Hiis does not ne- 
cessarily mean taking turns, but rather building antidpation, 
pai'ses, and a mutual undetstanding of what will happen 
next. It ahjvays means allowing the child to make the first 
move. 

Remember to spc2k with lots of affect and animation 
and demonstrate as you work, providing verbal and gestural 
communicatioa But do not necessarily tell the child 
what to do directly. Instead, just make your move when 
the child is looking, and introduce a variation only after 
some engagement has been established. Then invite the child 
to do it too. 

Find materials and toys that will be particularly 
appealing to the child with whom you are working and 
that are geared to his ^cific sensory processing abilities. 
Always choose materials that two people can play with 
interactively. Follow the child*s lead in using any materials 
or games, rather than considering them as ^cific tech- 
niques to "^jply" to the child 

Tactile toys which are very useful include Koosh balls, 
marbles, beans, baskets of little people, squishy littie animals, 
siUy putty, and magic wands. Also i^jpealing are novel and 
attractive wind-up toys, which can be sent forth to challenge 
the child to see how they work, provide interesting sen- 
sations as they move or IQap, and minimize pressure on the 
very defensive child to relate to you and the toy at the 
same time. Since you are the holder of these appealing toys, 
the child is likely to turn to you for another one. Keep 
materials at hand in quantity so that interactions can be 
repeated, the materials exchanged or traded. Just as a Koosh 
ball in a child*s pocket is irresistible, sensations hdgjiten 
the child*s interaction and experience of himself and you. 

No re^x>nse fix)m a child to your move might mean 
"no," or it mi^t mean that the child is waiting to regain 
control of the situation at hand and will only pick a to}' 
up after you put it down and back oiff a bit Here, aim 
for eye contact and other gestures of acceptance. "Mistakes" 
can even turn into fiiendly and playful little tugs of war 
which mobilize motor tone and centering. Large slinkies 
and magic wands with floating bubbles or ^>arkles serve 
this purpose as well Each of these cause-and-eflfect type 
toys is so re^x>nsive that the child creates an effect that 
you can identify as "purposefiil" and join readily. Most im- 
portant, always stay attuned to the child*s re^nses and 
do not overwhelm her. 

As you find ways to make a child*s isolating behavior 
interactive, perseveration decreases and attention improves. 
For exanq>le, if a child is lining up toys repetitively, begin 
by handing him the next toy he typically picks. Just help 
him do whatever he usually does, verbalizing as you do 
so. Then try to put the toy down exactly where he would 
put it, as he places one and you pLice one. When the child 
is comft)rtable with this, try to put the toy down at the 
beginning or end of his line. Continue with these variations 
as long as it is possible to keep the child engaged The 
child's protest should be welcomed as much as her 



cooperathneness, for both are contingent affective 
responses. 

You c?n use a similar approach with songs, the 
"ABC song" that seems to be a favorite of children with 
multisystem developmental disorders. If the child starts to 
sing the ABC, rather than sing with him (if this is even 
permitted!), sing the next sequence of letters. When this 
becomes acceptable, sing the wrong sequence of letters 
and see if the child shifts with you, or sing the letters back- 
wards. You could do this with numbers, too, as well as 
familiar cue words such as, "1,2,3, GO!" Once a cue is estab- 
lished with pauses, anticq>ation and eye contaa, then change 
the cues to something similar but also different, such as, 
"Ready, get set, go!" Or say something silh' with the same 
intonation! 

To help a child change and learn new things more 
readily, you yourself must avoid repetitioa Too much struc- 
ture and routine reinforce ritualistic tendendes rather than 
supporting new learning and tolerance for change and 
fiadbility. Novdty, the unexpected, "curve balls," wrong 
answers to familiar questions, and playing dumb are all usefixl 
j^roaches as the child climbs the ladder of relatedness 
and increasing differentiatioa Novelty becomes increasingh' 
important as you begin to cany on "real" conversations 
with the child 

You can also give new meanings to old behaviors by 
treating these behaviors as signals for a re^nse from you. 
If the child b^ins to turn round and round, take his hands 
or join him and sing a song. When the child begins to take 
objects and just drop them on the floor, find a small basket 
and catch the toys. By doing so, you turn what looks Uke 
a random behavior into an intentional act that gets 
a specific re^wnse from you. Your action builds the child's 
awareness of what he is doing as he hears the toys fall 
into the basket. This encourages the child to pause, if only 
out of surprise that he is not being told to stop. Then, 
not only will the child be aware erf what you are doing, 
but he may start dropping the toys out of your reach! 

If the child is pacing and Qapping, hand him a bubbly 
wand or musical instalment, take one for yourself; aiKl march 
in front of him, facing him, singing a song he knows. Do 
not confuse or get distracted by the child's exdtement and 
atypical motor patterns. Try to interaa with them, imitate 
them, give them new meanings if possible, but otherwise 
let them be. If the child lies down on the floor or couch, 
dim the lights, provide a small pillow and bianket, and sing 
'Twinkle" or r^nother hillaby. When she gets up, say "Good 
morning!" If the child wants to leave the room, do not 
try to stop him necessarily, but indicate you must turn off 
the light before leaving, or knock on the door to see if 
someone is on the other side. I>oor play is the precursor 
to symbolic play and has different meanings for children 
at different levels. If the child bangs his head on the floor, 
provide a pillow to make it softer and be comforting and 
empathic with the anger. 

CMdren will at first be surprised by these unexpeaed 
but related re^nses. They may reject your gesture, even 
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opening the Door to Ben's Worid 

Ben liked to line up his cars in a perfectly straight 
row. He did this for so long and so often that just the 
si^t of Ben and his cars made his distressed parents pull 
away. Yet all attempts to distract him, to invite him to 
use the cars to "go somewhere," to put toy people in 
the cars, or to oScr other, more interesting toys failed. 
In treatment, Ben's parents were counselled that rather 
than expect Ben to change in re^x)nse to their ideas 
or wishes, they should simpty join him in his behavior. 
They should, in fact, help him do wiiat he wanted to 
do— which was to line up all his toy cars in the particular 
order in wWch he wanted them. Having seen this behavior 
so often before, Ben's parents could predia which car 
would follow which in the line. By joining Ben, instead 
of trying to interrupt, distraa, or take away something 
which was of interest and purpose to him, they de- 
monstrated their willingness to relate to him and to rc^ct 
his interests and what was meaningful to hiuL 

At first, Ben's mother would sinq>ly watch and ob- 
serve, trying with gestures and words to resonate with 
his fiidal expressions and gestures. Ben learned to accept 
his parents* interest, probably somewhat surprised by the 
change in their approach. Next, mother would olffer Ben 
the car she thou^t he would want next and help him 
put it in place, with Ben beginning to accept the cars, 
althougji he would not look at her or acknowledge that 
he had taken the car from his mother. Soon Ben was 
expecting his mother to have the cars ready for him; he 
waited for her to hand him the next car. Before long, 
Ben even allowed his mother to put the car down, exacth* 
where he wanted it, after which he would put the next 
car dowa In this way, around the toy cars, Ben and his 
mother slowly began two-way communication at a gestural 
level (In fact, they had already begun to **open and close 
circles of communication" earlier, when Ben b^an to 
indicate with fleeting facial gestures that he knew his 
mother would be handing him a car, which he would 
then put dowa) 

As Ben's mother continued to "play" with Ben and 
his cars, he allowed her into his world Soon, he even 
let her put a car down where she wanted to. At first 
he protested and ftissed, actually yelling, "No!" Clearl} , 
Ben could speak quite a few words when he was angr}' 
eiK)u^ When this happene 1, mother would indicate with 
dear motor gestures and with words, "Oh, Ben, you don't 
want me to put the car there. Oh well. Yd better put 
it here (clearly pointing to the spot and using animated 
facial expression) where you always want to have it" 
Thus, as Ben's mother demonstrated her empathy by 
showing him that she understood what had meaning to 
him, and by ofiering him interactive opportunities, Ben 
himself became more engaged and interactive. 

Soon Ben's mother began to give him the "wrong" 
car or put a car in the *'wrong" place. By "playing dumb," 
she confronted Ben with a problem to solve. This challenge 
would require him to open and dose more cirdes of 
communication as part of the "negotiation." The process 
of meeting Ben at his own developmental level, in the 
context of his individual differences, enabled mother to 



e3q>and the process and level of interactioa For his part, 
Ben could now deal more directly with his mother and 
her actions. As Ben's mother matched her intentions to 
liis more accurately, and as Ben was able to engage in 
more reciprocal interactions, mother could move on to 
mediating meaning for symbolic play. Before long, Ben , 
was putting toy people in his cars and pretending that \ 
they were going places. ' 

As Ben's mother mediated the meaning of his ges- 
tures, she made him increasingh/ aware of his own be- 1 
havior. By treating his behavior as intentional, she conveyed : 
that Ben's actions had communicative intent, to which i 
she could re^nd on a symbolic level. For example, when 
Ben collapsed on the floor, she dimmed the lights, gave 
him a blanket, and whispered, "Sh, sh, Ben is going to ; 
sleep!" When he knocked a doll or teddy bear on the j 
floor, she quickly went to see if the toy was ^liurt" and 
offered it a kiss. When Ben threw something in anger, ; 
she again treated the event symbolically and told the object j 
"not to get in Ben's way," using strong gestures and tones j 
to convey that she knew what Ben wanted or felt. This 1 
iq5proach gave meaning to behavior and opened the I 
symbolic door for Ben so that he could move on to the 
next developmental levd. 

The increased engagement shared attention, and two- 
way-<:ommunication that developed between Ben and his 
mother provided the foundations for new cognitive as . 
well as emotional learning. Interaction with facial ex- 
pressions, tone of voice, and other gestures, with and ' 
without language, began to signal iinportant emotional = 
and cognitive functions. Further support for Ben through ; 
treatment of motor, tactile, and auditory processes by j 
occupational and speech/language therapists expanded ; 
Ben's capadt)' to take in more experience. These inter- 
ventions also offered Ben's parents q)ecific recommend- ! 
ations to enhance their interactions at home. For example, , 
therapists suggested that Ben's parents let him swing as 
much as he wanted to. This activity provided si^jport 
for his vestibular system and for the development of his : 
motor tone. It also provided ample opportunity for face- ' 
to-face interactions, visual tracking, and general gesture 
and verbal signalling for "more" or "to go." 

An interactive and pleasurable relationship developed 
between Ben and his parents. They used **floor time" pla\^ 
(Green^an, 1992) to follow Ben's lead, focus on cause 
and effect in relationships, provide cues rather than di- ; 
rections, and promote symbolic and representational 
thinking. Working with him at his developmental level 
and in the context of his individual differences, Ben's j 
parents provided him with many opportunities for growth. 
Ben began to discover more meaning in the world. His 
parents continued to follow his lead and could now also 
arouse his curiosity and pleasure in new e^q^criences. Ben 
responded more and more reciprocally to their intentions. 
It soon became evident that he was a bright little bo\-. 
This observation was confirmed several months later 
during cognitive testing; by tliis time Ben had become 
suflBidently interactive and attentive to re^nd to struc- 
tured tasks. Ben's symbolic play and language improved 
as he continued to make emotional and cognitrvt: gaias. 
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get \cry angry for a moment (to whicii it is in^witant to 
respond with empnthy, "C^ you did not want me to do that; 
Fm so Sony!"), but will more dkcn than not stop the behavior 
as wdL Children leam your meaning veiy quickly because 
it **intedieres" with sonvething whidi has so much meanir^ 
to them and has such a direa impact. They actually even 
er^ some (rf these new raieaning^ especially those wtiich 
are femiliar and part of their Ih'es such as bedtime and doot^i 

Towanl symbolic functioning 

New meaning? open the door to s>Tnbolic functioning. 
This is one d the most inportant and most challenging tasks 
in our therapeutic woik because without svinbolic and 
rcprcsentatkxiai abilities, children lack access to the world 
of reality, communication and logical thinking. Before trying 
to enter the symbolic world with children with multisystem 
developmental disorders, you must be sure that the basic 
processes of mutual attention and engagement are well 
establi^ied 

A positive aiScctiv^ connection with some level of com- 
fortable interaction with the diild must be uadeiwa>'. You 
must also consider the developmental level and basic interests 
of each child. 

Adding imagcrv' to action is an ^jproach that Is useful 
for all diiidren and comes naturalh' to mosi. but mast be 
learned by children with multisystem developn>cntal disorders. 
Even the diiid who only enjoys tickling, can be approached 
by the *tickie bug" rather than your fingers. Or the diild who 
has climbed up the slide or an improvised pile of cushions, 
is now on top of the "mountain" ready to "ski" dowa Singing 
( music gets tfuxx^ more readih') focuses the child's attention 
on new nKanings, so you sing "Sam is up on the mountaia 
Sam is 15) on the mountain" to the tune of "For he s a jolh* 
good feilovv'.** Similarh\ a laige moveable Cexible plastic mirror, 
placed on the floor, becomes a pool to jump and swim ia 
or an ice skating rink, or wavies and the wind when it Is 
moved back and forth. Even the presymbolic child recogni2e^ 
some of tiiese fevorite activities and en^ov-s the movement. 
The symbdic diild can vOTture into the world of "sharks" 
and "whales" and "alligators ' as she begias to svinbolizc- 
aggresskxi 

Introducing a large doll figure to aa for you CTlaxlragc^ 
farther symbolic meanings. ^'Buddv-'' (a large boy doll) can 
become a symbolic plavTOate, is less threatening than other 
chikiren for the moment, and can ahvav^ be blamed for making 
the wrong nxTve while you stqjport the cMd s wishes. As 
the diiW becomes moie symbolic. Budd>' becomes a good 
compankxi for pretend meals, haircuts and doctor visits. Earh 
symbolic play will or^ganize around children's real life 
experiences. Have pretend food birthdav* cakes with candles 
cooking utensils^ doctor kits, tool kits, and other ' real life" 
lays available. All the traditional svmbolic to\s such as garages 
houses, animals, s-wimming pools, building blocks, play^pprounds. 
and swords should be available for free piav 

Chikiren also ncx-d morc real life expcriencx-s to syni 
bolizc! Although it happeas unintentionalh, the child witli 
complex developmental difficulties Ls often dcpri\ed of ex- 



perience beyond the few thiTiigs and places they feel safe witk 
Encourage venturing out to ti\e wockl of fire stations, airports, 
trains, pools, pet fiirms, carouiids and odier sudi settings thai 
all chikiren enjov-. Then bring these experiences back to the 
playroom as the impetus for symbolic representatioa After 
a real trip, >'Ou can follow i^) with, "C^ I see an airplane, 
let's take a trip!" It is he^^ to identify symbolic people as 
die people in the chikl's real life and have them partidpaie 
in these early symbolic movies. 

As part of their real life e?q)erience, diiidren with multi- 
sv^stem develofxnental disorders should be with communic- 
atr/e, interacting cMdren who can model and stimulate the 
beiiavior we want children with MSD to leara Althouji?i 
interaction with other children mav' require the mediaum 
of an adult children do leam from other children if thev' are 
not too stressed or pressured to interact before they feci 
oxntcwtablc and accepted. When diiidren with multisystem 
developmental disorders are in part-day earh* intervention or 
special education programs wiiidi are not integrated or 
indusive, then evCTV effort should be made to enroll them 
for other parts of the day in a nursery school or diild care 
center for typically devdoping chikiren (with an aide if 
necessary), or other organized ffxxxp activities like music or 
movement/gymnastics classes. To leam in the real worid 
diiidren must be allowed into the real wcMid. Doors mast 
be opened 

Another avenue to the s>'mbolic world for children who 
have memorized bdoved "scripts" is acting out these scripts 
with symbolic toys. Because these scripts have sudi special 
and familiar meanings to the child, the>' can become the stage 
for s>'mbolic plav*. At first onh' the fii^agmented segments die 
child has remembered will get enacted, but once the process 
starts, ne^fv actions can get symbolized and scripts can be 
elaborated dialled using some of the same sq^proadies 
described abovx*. Ihe purpose q( this approach Ls not to 
reinforce the diilds perseveration but to build on something 
she loves dearly in a new and temporary' wa>'. (Meanwhile 
try to introduce the child to new books and new tapes, bv" 
taidng trips to video stores arxl libraries where exchange Is 
natural rather than buyir^ books arxl tapes which can 
themselves become objects to strug^e over.) 

Even as the diild's synribolic worid begias to opea the 
old vitMid is more familiar. Expect the diild to vacillate until 
she experiences the new as afe, meaningful and enjoyable. 
What matters most is to follow the lead of the diild maintain 
die first core processes of mutual attentioa engagement 
interaction and two-way communication; and proceed widi 
building the diikl s syn^lk and representatkxial worid 
Throughout this pitxxss, as it occurs in play or the inter- 
actions of daih' living, promote self-regulation of all behaviors. 
fjxm the childs initiating to conduding When vtxir iasLstcnce 
on interactioa even in the most supportive ways, ovCTwhelm^ 
or angers the child he will usualh' mo\r awav*, go to ihc- 
oditT side of tlie room or turn his back rcfltxtrng organizes! 
avoidantx*. 

SMTK-timcs a child 'v^iU bcxx)me moa* dtstiesscxl eiUx^ 
tning to asscTt hcrscll" and protesting b\- hitting or kicking 
its in &<: midsi of .1 untrura or becoming reduced to toub 
helplessness. At sudi unics it Ls best to step back out of tlie 



ERIC 



way so that the child cannot hurt >'ou, but not do not abandon 
or isolate the child Encour^ her to calm down, and if this 
is too arousing, stay quietly by her until she begins to reofg^ 
During!^, attempt to read the childs signals of distress earty 
on and respect them, only setting limits on destructiveness, 
and allowing time for transitions, such as getting ready to 
leave. 

Related therapies 

Sensory processing disorders contribute so significant!}' 
to children's diflBculties in relating, communicating and think- 
ing that they benefit fix)m their own treatment with eaqjerts 
in sensory integration, visual and auditor)' processing and 
augmentative communicatioa The cMd's sensory needs, as 
atypical as they may be, are profound and essential to the 
cMds experience (rf himself Children meet these needs in 
the only ways they know or are driven to discover. These 
are seldcm efficient and crften maladaptive. For cxanple, as 
diildren ^'pudi away" the sensory e?^>eriences that threaten 
to overwhelm them— sound, touch, visual stimulation— they 
ward off and avoid the voices, hugs, and animated feda! 
expressions that are the essence (Gloving human relationsh^DS. 
Thus the chikl's relationship disturbance is secondary to— 
is a consequeiKe of— the child's sensory reactivity, prcxressing, 
and motor dysfunctions. 

The very symptoms which the child presents arc the 
keys to treatment Children with the behavioral pattem.s 
described above present massive defenses to the world which 
limit their experience, but they can be jqDproached First how- 
ever, one must organize observations the diild in order 
to understand his specific sensory reactivity' and the 
developmental lines or tasks that have been affected 

Sensory integration ther^ies work to normalize child- 
ren's sensory systems. An occi^pational ther^Lst will provide 
far Vnore efficient ways to treat low n>otor tone, underreactive 
vestibular systems, tactile defensiveness and other related 
sensory processir^ difficulties than the persevcrative attenqxs 
diikiren make on their owa The speech/language therapist 
will use sensory integration j^roadies, arKi treat oral-motor 
difficulties to encoura^ vocalization arxl increase th^e rar^e 
of eatii^ Augmentative communication will support verbal 
conununication and helps with more ^^edfic retrieval and 
expressive difficulties at later points. These therapists also 
devcfop home programs, so tiiat parents can implement their 
tedmiques day in and day out just as classroom teachers must 
do. 

Thenq>ists offer very important relationships, whidi 
support the emergir^ relatedness of the child and help him 
difl^erentiate expectatk)ns and feeling tones associated with 
eadi pecsoa These are cften the first s^pificant relationships 
that the diiW has outside the family. Integrated treatn^ent efforts 
work best where ther^ists and parents regularly share their 
joint inpressions of the duld's emerging abilities, examine 
the interacikxi of their different efforts, which arc unique for 
each diild and consider the impact they arc having on the 
child's real life at home, in school arxl in the bigger worid 
Parents and therapists share tlieir understanding, sohe 
problcnis, aixl plan tlK objectives of the next stage ot treatnient 
each knowing what the other is doing. 



All therapists working with diikiren tiieed to become 
integrated ixtrfessfonals, understanding Ae pcirKqJes arxl 
processes of eadi form of treatment arxi supporting each odier. 
Given the severity arxl risks of multisystem devdopraental 
disorders, these children should be treated by the most skilled 
ther^ists in each fidd woridng together. Transdiscq>linary 
models may ntot be as effective but are sometimes used when 
thare are insuffident resources. It is our obser\'ation that for 
children with multisystem developmental disorders, more 
intervention is better than less during the critical early y^ears, 
and that multiple approadies increase the possibilities for 
growth. 

Do not underestimate 

People consistently underestimate the abilities oi children 
with severe regulatory arxl multisystem devdopmental dis- 
orders, Althou^ such children certainly seem to know what 
they want to do. and know how to get their parents to meet 
their needs, we sometimes relate to them as if they do doi 
urxieistarxl what is going on in the wt»ld Not re^wnding 
(for exan^>le, to the questions arxi tasks posed by an unfamiliar 
examir^) is different from not knowing CMdren who use 
many of their senses perq)herally, (that is, wix) won't look 
at you but see what you are dcttng if it pertains to diem) 
ar^ not able to communicate what they know directly. They 
also terxi to listen sdectivdy for oflfers of things they would 
like to have (which elidt a quick response), althougji other 
listening is marginal arxl ineffident Poor processing and 
regulatory capadties affea early life experierxxs from the start 
wliidi makes it difficult to devdop the full range of emotional 
arxl cognitive abilities. 

There is no reason to beHeve that children with regulatory- 

and multisystem devefopmental disorders who have no other 
known explanatkxi for thdr difficulties lack the potential to 
learn or experierxre less than others. It is inportant to create 
every opportunity, throu^ eaii>' arxl intensive treatment 
approaches, tov them to fiilfill thdr potential The methods 
described in this artide suggest some of the ways to begin 
operiir^ the door to engage arxi relate to these diikirm These 
rnethods must be in the context of devdofxng ther^)eutic 
relationships with the child arxl family which will sn)port 
each diild's devdopment across all domains of learning. 

Work with children traditiooaliy diagnosed within the 
autistic ^5ectnim arxi pervasive devdopmental disorders is a 
worxlerfiil opportunity to unravd the mysterious web of 
defenses and roacfckxis on every serisoty arxl enx)tiooal front 
It requires energy, problem seeing, and sensitive atturxment 
to every aspea of the diild^s csqjcricnce arxl comraurucatioa 
It requires a willingness to enter the chikl's worid and draw 
her into a more interactive cxperierxre so that potential can 
be realized nxwe fiiUy. It requires profcsskxuls joining parents 
to discover ways to help diikiren leant arxl to become part 
of the human wodd The rewards are quite remarkable! 
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Simon: Intensive, Multi-faceted Hierapy with a Developmentally 
Delayed Little Boy* 



Rebecca Shahmoon Shanok MS. W., Pb£>., Early Onldhood Group 
Therapy TrcuTung and Service Progrants, CbiUl Development 
Center Jewish Board of FamUy and Children 's Senices, New York 

Author's note: 

The following case report has been itritten unth the 
hope of exemplifying key considerations in the assessment 
atid intervention of young children with so-called pervasiiK.* 
developmental delays or disorders. Although tkK' child de- 
scribed here was over five years old when this tvas ivritten. 
his developmental fyroblenis had begun much earlier. Rir- 
ther, the strategies I used to work xvith him rest on know- 
ledge and e:^^xrience with normally developing infants, 
toddiers,and their families. 

What follows here is but one t>ersion of reality: I regret 
that space limits cotdd not permit Simon 's story to be tokl 
from the per^)ectives of the other interventionists, as tvell, 
because I believe that his progress has rested on each of 
the therc^pies and on his parent's lively participation. I am 
deeply grateful for the excellent collaboration with my co- 
workers, ivith Simon 's family and with consultant Stanley 
Greenspan, and acknowledge ivith abiding ap^Tedation 
how much I have learned in this process. 

/ have of course changed the names and other iden- 
tifying details of Simon and his family. Also for the sake 
of confidentiality, several sections of this article incliuie 
composite descriptions, based on tvork ivith more than one 
child. But because, in a relatively current case r^X)rt of 
this length and nuance it UK)uld be impossible to disguise 
the material to the point where virtuaLy no one coukl 
recognize it, after some tveighty reflection about case con- 
siderations and ethics, I decided to show a draft of this 
article to Simon 's parents. They hai?e made minor changes 
arid each independently expressed the hope that this stor}- 
of their family will be of assistance to others. 

At age 33 Simon was an adorable, slender, whitc-blondc 
little boy with almost no language, and an obsession with 
hinges and the movement of doors. Simon said a few words 
and would fill in an ^proxtmatlon of the words of some 
songs when a familiar person, like his mother, sang the 
song, pausing at key intervals. He did not, however, re^nd 
to his name or to any other words or sounds, except to 
choose among a few ^miliar foods. Most language appeared 
to wash right past him. >X1iile Simon rarely interaaed with 
his older brother, he seemed to know and want his ke\- 
caregivers nearby Yet the>' felt that his developmental 
progress, which had seemed normal earlier, had virtualh- 
halted well over a year before. They were increasingly unable 
to go places with him. since he would investigate even 
door he encountered for 15 minutes to half an hour. 



'An earlier uersion of this paper tvas presented to 7}je VtUnerablv 
Child Discussion Group of The American Psychoatialytic 
Association, Spring Meetings in Washington, D.C on JO April. 
1992. 



A psychological repoit, written as part of an interdis- 
ciplinary-assessment at a major hospital evaluation unit when 
Simon had just turned three, described Simon as an 

active boy who is functioning in the 24-29 month 
(mental) age range . . . His strengths were in his 
ability to accurately solve puzzle type tasks . . , 
and in his gross motor skills. His weaknesses were 
in his inabiHty to process information due to the 
severe delay in both his expressive and receptive 
langtmge and in his inability to engage in 
meaningful problem solving tasks which required 
following simple commands . . , His attentioti 
span is short , . . (he had) a noticeable lack of 
interaction with anyone (besides famifyj. 

The psychiatric diagnosis that Simon received at that center 
was, "expressive and receptive language dela>'; rule out 
pervasive developmental disorder." The commonly accepted 
experience in the field is that such a child might be expeaed 
to lose ground in relation to the growth of age-mates and. 
at best, -^ould be hoped to make modest gains over a several- 
year peri(>^. 

Simon was referred to my private practice by a park- 
bench acquaintance of his mother's, a special education 
teacher who had heard that I had begun to work with similar 
children. I met with Simon's parents for two long infor- 
mation-gathering sessions in which I elicited their story with 
a deep sense of sympathy and respect These pleasant, warm, 
dt*\'Oted parents had tried everything they could think of 
to help their young son; they seemed frustrated, concerned 
and very sad, but not really depressed yet. They knew that 
I felt that we needed a few hours together to decide if 
we ail felt we could work together. I also asked their per- 
mission to make an observational home visit Although the>* 
admitted some discomfort about having a professional watch 
them at home, they were also relieved that someone wanted 
to see Simon where he was most relaxed. We planned a 
time when both parents and Smon's normally developing 
nine-year-old brother would be home. 

Following the home visit, the parents and I met in 
m\' office, where we exchanged in^ressions of the visit. 
1 could match what I tliou^t I had seen with their know- 
ledge of their son's typical behavior. When I told them that, 
along with a comprehensive array of intervention5, 1 believed 
that 1 could be helpful, they were eager to begin. Given 
that they recognized the uiportance of early intervention; 
that they had doubted the techniques of assessment and 
the sufficiency of the recommendations made to them 
earlier; and that, somehow, they had confidence in their 
little bo\\ they devoted themselves to carrying through the 
details. 

The treatment plan 

A compreheasive, intensK'e package of therapies for 
Simon was gradually phased in over about seven months. 
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Wc began with parent/child sessions four times a week 
and parent sessions once and sometimes twice wee jy with 
me. Next we added relationship-based connmfiunication/ 
language therapy two times weekly and then twice-weekly 
occipational therapy, which emphasized sensory processing 
and sensory int^ration. Several months later we placed 
Simon in a small nursery school with somewhat younger, 
normally developing children. A ^cial teacher was selected 
by the fmiil}', the school's direaor and me (based on 
personal qualities evidenced in references, interviews, and, 
most inqx)rtant, observation of her playing with Simon at 
home) to help Simon negotiate the preschool environment 
without retreating to repetitive activities and to gradualh 
assist him in making contaa with other children. Simon's 
family also implemented an elimination diet; that is, the\' 
removed certain food groups from Simon's diet in order 
for us to obser\'e wiiether or not that assisted in "slowing 
him down" (for details, see Greenspan, 1992, ch^ter 8). 
The entire team, including nursery teachers, has met even 
seven to ten weeks in order to understand Simon's rapidh 
changing needs and to cross-fertilize treatment approaches. 

In this case, the parents joined many team meetings. 
With other families, parents rareh' anend team meetings, 
communicating instead with each ^cialist, as well as with 
the team leader. Both approaches can work producti\^eh , 
as long as the plan is flexible, the famih' feels comfortable 
with it, and the team sometimes meets alone. Meeting alone 
on occasion is important so that team members dc\'elop 
confidence in one another, share concerns and insecurities, 
work through differences, teach each other, and consider 
approaches to work with the faxrdl\ . 

Simon's intensive treatment was costly and required 
enormous effort by his Jfcimily to coordinate. Their pri\'ate 
insurance covered onh' a firaction of expeases. Moreover, 
the family lost income because Simon's mother decided 
to forego returning to her job so that she could participate 
in and coordinate her son's treatment. Having worked in 
and close to therapeutic and typical preschool and schcx)! 
settings during the entire course of my career, I am confident 
that the approaches described here could more easily be 
implemented and, in faa, belong in community-based early 
intervention and family support settings that offer services 
for children like Simon and their parents in an integrated 
manner, and at less financial and energ;/ costs to families 
and the communit)*. 

Notes firom Simon's first o£Bce visit - age 33 

Simon and his mom almost burst into the office. 
He immediatefy went to the toy tekphone, picked 
it t^for a momeru and dialed, put it down and 
by this time I talked about taking his jacket off 
which he permitted his mother to do, Simon 
seemed to have no appreciation for the Hmits of 
my office and tvas fascinated uith the mirrored 
French doors (I work in the front room of a 
brownstone) and he kept returning to them on 
and off dtnifig the entire session . . . opening and 
closing. 



(Besides his interest in) . . . the French doors, 
Simon opened and dosed the inner front door 
several times and tried the locks to the outer door 
Perhaps most striking was a driven btd somehm^ 
aimless quality which sentSimim first to one thing, 
theft to another. The only thing he Hngered at 
and repeated was dloor **play\ About halfway 
through the session he noticed the stairs Just out- 
side my office door, tvent to ti?e top, looked in 
thebathroom, opened and closed its door, noticed 
the closet door, opened it sUghtfy, seemed dis- 
ifUerested in the C€mtents and resisted my effort 
to let him kttow that the closet was off limits. He 
was clearfy more dratvn to the doors and the stairs 
than anything else, including toys and including 
me. Simon's range of affect stays mostly the same, 
pleasant-neutral, and he made idmost no eye 
contact with me and very rarefy with his mother. 

No sooner was the session over than 1 called my landlord 
to ask for keys so that 1 could lock everv' door in my house! 

initial assessment 

Simon was basically engaged with his famih*. Yet his 
\isual and auditor)' processing dificulties resoilted in his 
warding off visual exchange and cuing e\'en from them 
through his dri\^en, yet basicalh- aimless, often repetiti\e 
beha\ior. Simon's o\\'n sensory and processing systems sent 
him signals he could not organize. His environment— which 
included his family's enthusiastic Texan energ)*, volubilin, 
and social schedule— tended to overwhelm him as weU 
In a youngster whose ev'es, ears, touch, vestibular, proprio- 
cepti\'c and processing systems bombard, wiiisper and 
confuse, beha\iora] organization and regulation tends to 
become stereotyped, while shared attention and engagement 
are compromised (Greea^pan, 1992). Simon retreated to 
his absorption \\ith doors and hinges. 

>Xlien I met him, Simon was unable to generalize his 
fragile capacit}' for shared attention and engagement witli 
anyone who was not very familiar. On the other hand, in 
terms of the continuum of multisystem developmental delay's 
\\'hich Greea<^an describes in this issue, it was encouraging 
to note that Simon ^jpeared to ha\^e positive e?q)ectatioas 
of the people he knew. He could share e>'e contaci, howewr 
briefl}' and unreliably, more readih* with them than vAxh 
strangers. Reciprocal games, such as turn-taking songs, also 
brought pleasure, contaa, and some routinized ^v^'o-\^'ay 
communication with family members. Simon was extremeh 
limited, however, when novelty was introduced. Also, he 
was more shallow, repctiti\'e, and driven in his repertoire 
outside of his home. 

The reader ma\' recall that the psychological repon 
noted, but minimized, Simon*s basic capacity^ for engagement 
when it described "a noticeable lack of interaction with 
anyone ( besides famih )". The e?q)ectation that a young child 
interact at his best capacit}' with a stranger who asks hini 
to tbcus on unfamiliar tasks makes little sease; systematic 
observmion of the chUd with hLs familiar caregivers— 
preferably at home— Ls more likeh' to yield glimpses of his 
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tn aim as we bean to intervene, but also nope uum ^ 
heniecS^d^findhisw^rytogeneralmngthata^^^ 

his fine motor capacity was competent, ins sens^ 
^«^^<s noor self-orcanizatioa Simon was hyper-reactwe 

::^a^t:,^'and^^uii,r^jo^^^^ 

Zm the vx>lume and intonation of speech or me toudi 
o^Sft substances such as plajdough or «P^^^™ 
"^^rS^ptofound chaUenges, Simon suffered from 
^n^iSabiUties to procebsand sequence auditory mput 

^^^i^in^endngandproduonglJ.^^ 
in order to highlight the distance v*.^S^^^ 

functioning is included at this point m the narrative. 



Sow we m going to sleep, as be crameu 

to bis bctrtu . i , 

Simon ends up in his parents' room almost evety mght, 

.ndlSthe^^-^^^^^^lT^ ^ 
u'Mcb be responded, ?^L?f7W a tvbUe 

tbere, I suggested ^JT^^^^?^ played 

alon&touMdilr^^^^;^^ 
Ibavetogpbackton^1^rn,imu 

Simon started Jt^^^i «^ relieved 

'^^'^numalsoannounc^t^vic^^^^ 
tisappob^^^^^ com^ botb 

rhcZdct can see Simon's emerging capaaues m 
^ Hi^rentiating represented expenences. 

Expressive langiw^^ oihtletv are commonly' 

and fear. 



Cu««nt functioning . ^ ooH ^oer 

Simon is by now a loving, joyful, ammated and^^ 
your^ who'can be mildly P-voca^' ^f^JJ^ 
SmeiSas. and make jokes. He speaks m ^^^^^ 

symbolic capaaties. 

NOUS &om a recent session- age 5j ^ 
lobom l»e desigmaea -j^ 



Recent osychological evaluation 

r n^chdogical e«duation, done by^ 

si TxUes a sottdfy average potential 
cognitive acMevemerd . JJ^ Jr^/^STof 

^^^taoS^bWonnationUbe^^xn^, 
^T^fA^nZuration of Ms internal re- 

Wen himself and bis world 

How did we help Simon get to this point? 

v-^Hv work with Simon's family 

Earty worji wiu* hpcause thev were stuck 
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range was so stereotyped and repetitive. This view was 
confirmed as, during the first several months of intensi\X' 
treatment, they readiiy modified old, uiproductive patterns 
when we explored and generated new, more workable ways 
of handling Simon. Their perceptions of their child also 
shifted during the earh' months. They were relieved as the\ 
came to recognize his sensory diflScuities and imagine them 
as a feulty filtering system. Knowing about something which 
has previously been "invisible" localizes and deltmiLs worr\' 
and also guilt. Using the groT^ing number of examples wc 
were experiencing together in parent-child sessions, 1 could 
help Simon's parents become increasingly familiar vtith the 
contours of his hyper- and h>po-sensiti\'ities. 

It was crucial to help these parents have hope. It wu*. 
important for them to know that, in the hands of an 
occupational therapist experienced in senson' processing 
areas, extraordinar)' sensor>' difficulties often either 
neutralize entirely or become manageable, I also emphasized 
that Simon's idiosyncratic sensor)' gatewa\'s had made it 
impossible for him to experience his environment as tol- 
erable. In this struggle to cope, he ^ns unable either to 
convey or elicit what he needed from them, as asually 
happens naturall\' between normalh' developing babies and 
toddlers and their "good-enough" parents. This authentic 
explanation for what had gone awn, offered responsiveh 
at kc7 points in the search through their own feelings and 
behavior patterns vis a vis Simon, helped them to empathize 
with him (see Kalmanson. this issue). It eased their guilt 
and warded off any incipient depression. 

Since Simon's family is, of course, more central to his 
well being than any professional member of the team, the 
goal of treatment was to get their relationships contingent 
again and working as a central force to pull Simon's devel- 
opment along. Like the members of the team, fiamil\ 
members are collaborators v^iio add information, ideas and 
per^ctive as they themselves come to a greater under- 
standing of and capacitv^ to be responsive to their child s 
unique and changing needs. when 1 noticed an approach, 
through either their contaa with Simon or mine, that I 
felt would be helpful, 1 convev^ed that information direaly 
and si^jportively, sometimes by demoastration, sometimes 
by reviewing and emphasizing something that had just 
occurred. They did the same with me. It is worth noting 
that this collaborative approach seemed to evoke a sense 
of he^fiilness in Simon's brother, as well, making him a 
part of the growth-promoting total environment we tried 
to achieve for Simon. 

EspecialK' in the early months, 1 was always deeply 
aware of searching for wa\^ to make and continue contact 
with Simon, 1 tried lo offer that mindset to his family as 
model, for 1 believed that the\' were similarly able to make 
discoveries about how to elicit hLs attention and connection. 
Each of us had our expertise— mine came from my training, 
experience, and upbeat dedication to connecting with 
Simon. Theirs came from deep family bonds, twenrv'-tbur 
hour a da\\ first-hand familiaritv* with detail, and devotion 
desperation to help Simon get Ix^tter, So we became com- 



rades on Simon's behalf, observing and coaching each other 
about the always significant details. And we would continue 
as partners for a while, imtil I would discern some fledgling 
bid &X)m Simon to take developments to a new plateau. 
Then I would again take the lead in hewing his parents 
decipher not only his new possibilities but also their potential 
range of effective refuses. 

It was important for me to take the lead and aaiveh 
direct the team from time to time, because there is some- 
thing about the proclivity lo repetition, the tendency to 
pay more attention to their own ideas than to those of 
others ( see Greenspan, this issue ), and perhaps most salient, 
the extremely weak signaling power of children like Simon 
( see also Ghumaa this issue ) that has the effect of promoting 
delimited, repetitive patterns from normalh- responsi\'e 
adults. I constandy had to draw on my store of experience 
\\ith earliest development to discern and then support 
Simon's firagile fbrav-s to next developmental steps. And wc 
adults all often needed to become bolder and clearer in 
helping Simon to recognize and re^nd to our different- 
from-his communicatioas. 

V^liat has become a relatively coherent storv^ of treatment 
as I write this case report hardK' felt that way as 1 was 
doing it. This was especially true in the first year, when 
the interactions related with some order here all too often 
seemed like isolated, seemingly unconneaed fcagments, M\' 
experience as a therapist is in part akin to that of deteaive 
( who often Is not confident that she can find the wa>' this 
time )— a detectiv^e whose goal it is to connea, not convia. 
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I sometimes feel that a crucial part of this kind of treatment 
is the patient's dawning sense of the therapist's deep de- 
dication to discover a way to partner liim. 

Sessions with Simon 

Simon's mother, father, or au pair (and occasionall>' 
his brother or aunt) have been present for aU or part of 
each treatment session. His family members have been 
centrally involved in every session they brought hin\ to, with 
each of us taking turns observing the other interact with 
Simon, or as time passed with the three of us playing to- 
gether. The au pair was involved sufficiently to help him 
learn effective wa>'s to interaa with Simon, but 1 used those 
sessions, once or twice a week, to which Simon was esconed 
by the au pair to interact more exclusively with Simon, 
to promote my own salience for him. Interestingly, Simori 
seemed also to have sought this balance himself 

My aim in this seaion is to describe my dawning and 
direct e^qperience with Simon The intensive parent-child 
interactive work with his parents is therefore de-emphasized 

As my notes from the first session make clear, Simon 
was initially unaware of physical (or personal) boundaries. 
He seemed compelled to investigate any door available, 
hence my decision to lock any doors we didn't need to 
go through. Simon was similarly unable to recognize the 
play potential of toys. He showed vimially no interest in 
ni>' assorted playthings; even the bongo drum and rocking 
chair did not elicit his attention Since there w:as nothing 
to hold him in the ofBcc, 1 determined to join both his 
physical pace and his prcpensities with the hope that 1 could 
woo him, and gradually organize his iqpparent interests (or, 
more ^tly, his toletances) into turn-taking and greater 
eye contact Indeed eye contact seemed fundamental, and 
in the early days my goal was sinqjl)' to catch Simon's eyes 
and hold them wiiti mine for a second and then two. 

In that earfy phase, I c^en gently imitated Simon, par- 
ticularly using the mirrors of the French doors. Sometimes 
I succeeded in gleaning his notice. I also demarked the 
treatment area as including my ofice, the waiting room, 
the staircase, and the bathroom at the top of the stairs. 

1 was reliably clear that Simon could not go beyond these 
bounds, and in most directions there were doors that did 
not opea Simon soon lost interest in pursuing them. 

So, I imitated Simon; I placed myself in his line of vision; 

2 watched his reactions and initiated my own; I followed 
him about, joining, expandix^ slowing him down with inter- 
activeness, occasionally making [diysical contact or intruding 
myself in his path as seemed po^ible. I carefully watched 
his reactions. I built, as I could on the things he seemed 
drawn to, like the staircase. The simplified language I used 
followed and supplemented our activities. 

Here are some session notes about five weeks into 
treatment, approximately session twenty: 

Simon seems to love the Jumping down the stairs 
game. He goes up the stairs and makes sounds 
approodmating '*GoodJump, gpt^djump," waiting 
at U>e top and sticking out bis band towards the 
banister. 



I had by then discovered that 1 could make eye contact 
most easily by standing about 4Vz feet from Simoa His hand 
held out expectantly in the direction of the banister would 
be my cue to say something like, *TIold on to the banister 
now!". 

1 was careful never to repeat phrases exactly and to 
continually vary the game to the d^ree that I thought Simon 
could bear. It was important to ^ve gestural cues to my 
intentions. 1 would wait and move to catch his eyes, he 
would smile, 1 would smile back, with eyes joyously wide, 
to extend the moment as long as we could Then he would 
jump down the stairs, one at a time. Then it would be 
my turn, and 1 would jump down the stairs toward him, 
^ain and always extending and broadening the moments 
of connection. 1 took great care to remain contiguous, to 
promote e>'e contaa, turn-taking and variation It is no 
accident that my affective engagement with Simon was won 
through joining his motor activity (see also Ghuman, this 
issue). Occupational therapists reading this may think about 
the benefits of joint con:5>ression inherent in jumping. 

The challenge for the adults was to stay in synchrony 
with Simon without falling into boredom or a routine of 
doing anything exactly the same way. The challenge was 
to have Simon open and close circles of communication, 
and for him to become re^wnsive to the communications 
of the other. Can you see how, already, Simon was less 
fragmented and aimless in his behavior? Relative to the first 
contact, a sense of greater intentionality, interactiveness, 
^xDntaneity, and organization was evident in the brief 
jumping sequences. 

The fundamental issue wiiich we were tackling was 
the shared attention, and expressive and gestural turn-taking, 
normally so prominent in the last three quarters of the first 
year of life. Simon was both far too active, too tactilely 
defensive, and too old to be the in-arms baby doing a dance 
of gestural and cross-modal communication (Stem, 1977). 
What you are reading about is the dance which we dis- 
covered together, the dance he could increasingly permit, 
the dance unique to him v^iiich I came to enter, mirror, 
organize, expand enjoy and share as his ally with the key 
caregivers in his life. 

Although there was a great deal of thought given to 
my work with Simon, sessions themseWes, l:ke life, had to 
be in^rovised. One more vignette from later in this period 
illustrates how the junq)ing game became extended 

As be marcbed the stairs for yet another round 
qfpttt^ing, Simon approximated, *Vp U^e stairs. " 
Then be darted down, grabbed bis jtdce box, put 
the pointy straw in bis mouth, and whisked it 
with irim; be was excited and tvas moving even 
faster Untn ustud. With anxious imtnediacy (bid 
somehow managing, even underpressure, to use 
telegraphic beadUne-type speecb), I commanded 
sbarpfy, 'Wo jtm^ tvitb jtdce! Not safe!" By O^e 
time my words were out, Simon was already 
several steps i^. Very carefully, be turned around, 
held the banister, walked down the stairs and 
responded with a smde, "Walk down," 

continued on page 31 
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ith the publication of Heart Start: The Emotional 
Foundations of School Readiness, ZERO TO THREE seeks to 
accomplish several tasks, some of which are new to us: 

J Heart Start is designed to engage policy makers on the 
first goal of the President's and National Governor's Associa- 
tion's Education Summit: Uy rhe year 2,000 all children will 
arrive in school ready to Iciirn. 



J Heart Start seeks to interest citizens who arc greatly 
concerned about the economy and the labor force but who may 
never previously have thought about infant and toddler develop- 
ment or made a connection between the well-being of infants, 
toddlers, and their families and the well-bcijig of the economy. 

J Heart Start is written for parents as well as policymak- 
ers, in the hope that parents will use it as a means ot advocating 
for more family-friendly policies. 
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□ Heart Start addresses child care for infajus and tod- 
dlers, making specific recommendations about ratios, group 
size, and continuity of care, all factors that affect the quality of 
relationships among children, caregivers, and families. 

J Hcan Start reaches out to the education com m unit)', 
asking its members' support and involvement in investing in 
infants, toddlers, and their families so that children will develop 
the abilities they need to succeed in school. 

J Building on other discussions of school readiness. 
Heart Start shove's /W^y early experience is import;in[ — and hoir 
solid emotional development in the zero to three years aids 
intellectual progress at school age. 

J Heart Start makes connections between children's ear- 
liest development ajid their abilirv' to be part of America's future 



educated labor force, so necessary to the survival of the nation as 
we know it, 

IJ Heart Start emphasizes the crucial importance of rela- 
tionships bcrvveen service providers and parents. 

Drawing on findings from academic research and clinical 
practice. Heart Start offers recommendations to address the 
need of all young children for: 

J health 

J unhurried time with a limited number of carint: 
adultN 

Jt responsive caregivin^, and 
J safe environments. 



Some excerpts from Heart Start: 



From the time they leave the places o\ their birth until 
they arrive in preschool or kindergarten, children are 
largely invisible to socicrv'. No one our.side a child's family may 
recognize difficulties likely to impede learniuj^ until the\- 
become evident in school. But professionals in child develop- 
ment know that the sources of those difficulties develop long 
before school bcgijis. 

The fact is that success in school depends on characteristics 
largely formed by the age of three. And those characteristics are 
not a fund of factual knowledge, nor the abilir\' to read or to 
recite the alphabet, nor familiarit}' with numbers or colors. They 
are the characteristics of children, of whatever background, who 
come to school curious^ confident, conscious of what behavior is 
expected of them, comfortable in seeking assistance, and able tti 
get along with others — qualities largely developed, or not devel- 
oped, in the first three years of life. This holds true in good 
schools and poor schools, in large schools and small schools, in 
public schools and private schools. 

Almost all students who do poorly in school lack some or 
all of those fundamental characteristics. No matter what poten- 
tial they are born with, children who have little confidence that 
they can figure things out. who have not been encouraged to 
reach achievable goals, who lack the capacit}' to express feelings 
ideas and simple concepts, or who feel no responsiI")iliri' to con- 
trol their behavior (or are unable \o control it) are poorh 
equipped to learn in school. 



And there are many such children. In some states close to 
one out of five children are required to repeat first grade. Man\ 
of them, unable to respond to any but the most ide^ii teaching 
conditions, then fall further and further behind. Often they 
become more discouraged, more withdrawn, more resentful 
and, in some cases, more disruptive through each grade. 

l)o; ;hat mean that the qualit)' of schooling doesn't mat- 
ter, that the readiness of the student is everything? No. The 
qualit)' of schoo' -ig matters greatly. Schools can make a differ- 
ence. Our schools nuist take children as they find then, .nd do 
their best for all. Moreover, even poorly prepared children can 
be helped by individualized attention from devoted and persis- 
tent teachers, especially if the children's families are also 
involved. Rut that kind of attention is often not avail alile. And. 
in any event, in education as in medicine, preventing problems 
is far more effective than trying to cure them. All our children 
should arrive at school able to benefit from the classroom. 

High-quality early childhood programs and good 
preschools can help children prepare for school. But preschools 
often face the same problem that schools do: they find them- 
selves having to help 3- and 4-year olds overcome delayed devel- 
opment and alter self- defeating attitudes already deeply 
ingramed. When preschools succeed at chose casks they perlbrm 
an immensely valuable service. Rut prevention is better still, and 
prevention must start earlier. It nuist start in the first weeks and 
mcMiths of life, because it is then that children first try to undei- 
stand and master tin ir environment, and find those efforts 
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encouraged — or not; first attempt to concentrate and find it 
possible — or not; first conclude that the world is orderly and 
predictable — -or not; first learn that others are basically support- 
ive aiid caring — or not. It is in those years that the foundations 
for later learning are laid dowi^. Or arc not. 

The task for parents and other caregivers is not to force 
development, lather, it is to try to ensure that the practices of 
daily life give the infant and toddler the emotional security and 
encouragement — the "Heart Start" — that are the foundations 
for learning at home, in school and throughout later life. 

It is within relationships that much of the baby s crucial 
learning will occur, and all babies are learning about tlic same 
things. They are all learning about their bodies, about objects, 
about who they are, how to feel about themselves, and what 
they can expect of those who care tor them. Such basic human 
capacities as the abilir\' to feci trusting, to experience intimac\ 
with others and to negotiate with others begin to develop from 
their earliest moments. 

This little boy is 8 months old. He has been sitting 
in a jump seat for several hours during the last of 
which he has slept. He awakens when the door 
slams and he hears a deep voice. Immediately he 
begins to bounce and crow. Every inch of him is 
excited. His father enters the room, puts down his 
lunch bucket and walks toward him. Now the baby 
nearly catapults himself out of his jump chair as his 
father smiles and reaches for him, saying, "And 
hello to you — big guy — come and give your old 
man a hug." The baby grips his father*s shirt and 
reaches for his cheek and his father nuzzles the 
baby^s hand with his mouth. The father asks if his 
son is ready to watch some of the ball game. The 
baby mirrors his father's happy feeling and 
responds with a chain of babbling. The father 
widens his eyes and listens, then asks his son's 
opinion of today's starting pitcher. The baby looks 
away — calming himself — the father waits and the 
baby turns back, locks eyes with his father and pro- 
duces a long string of syllables, ending in a laugh. 
His father grins and says, "You may be right." The 
baby's mother asks the father if he'll change the 
baby's diaper. The father grimaces but agrees. 
Throughout the diaper change, the baby and his 
father continue a dialogue full of body movements, 
facial expressiveness and vocal exchanges. 

This baby anticipates the pleasure he will have with his 
father. He hits already learned thai most of the time his tathci 
feels very good with him and he tcels very good with his tathci. 
He has also learned lo have conversations with his tathci — :i> 



initiate, be intentional, take turns, listen and respond. He feels 
respected, understood. He likes himself 

This little boy is 8 months old. He has been sitting 
in a jump scat for several hours, during the last of 
which he has slept. He awakens when the door 
slams and he hears a deep voice. Awake, he wig^es 
restlessly and looks in the seat's tray for something 
to handle. Everything is on the floor. He makes a 
noise of frustration — not loud — just expressive of 
his feelings. He is not trying to communicate. 

The father comes in and tosses his coat over a chair. 
The baby grunts and brings his hand to his mouth. 
The father glances at him and then glances away. 
The mother calls to the father and says probably 
the baby needs changing. Would he change him 
while she finishes dinner? 

The father says, sarcastically, "Thanks a lot — is that 
a special present for me?" He disappears briefly and 
then suddenly the baby is abruptly lifted out of the 
seat from tlie rear. The baby is surprised but only 
stiffens and is quiet. "Ok stinko — let's clean up 
your load." The baby is placed on his back to be 
changed. He lies still — chewing on his hand. Once, 
he twists, extends his arm to grasp an object and 
lifts his leg. The father pulls him back flat, tightly 
slaps his thigh and says sharply, "Stay still — I'm 
almost done." The baby's eyes widen but he stays 
quiet — just chewing on his hand. The father finish- 
es quickly and returns him to his jump chair. 

This baby is also learning. He is learning to be wary in 
what he communicates to his father. He has learned to be pas- 
sive and to*curb his curiosin'. He has no sense that his father 
cnjovs him. He feels neither understood nor confident. He h;is 
learned nothing about turn taking, or mood sharing, or dialogue 
with his father. 

Over time, the very difterent qualities of these contrasting 
relationships will heavily influence the repertoire of behaviors 
that are characteristic of a particular child. Obviously, the 
child's own temperament also matters greatly. But the children 
in these different relationships will arrive at kindergarten with 
markedly differing capacities, feelings and expectations, and 
these will profoundly influence how they enter into the give and 
lake of learning in school. 

What needs to be done caii be expressed quite simply. It is 
to create the conditions which will give all American children 
the opportunirv' to develop, in the first years of their lives, those 
characteristuv — confidence, curiosity, persistence, a sense ot 
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responsibility, the capacity to understand the feelings of others 
and to cooperate with them — which are most important to their 
later success in school. 

Young children have four kinds of needs. The first relates 
to the infant himself: it is simply good physical health. The sec- 
ond and third needs relate to him through his parents and other 
caregivers. One is time: sufficient time for caregiver and child 
together so that an intimate and supportive relationship can 
develop. The other is responsive caregiving: carcgiving based on 
an understanding of how children develop, and how to encour- 
age and respond to that development. Finally, both infant and 
caregiver need a safe and supportive environment. 

Services that do exist to meet these needs are often now 
organized and managed in ways that arc convenient for their 
providers, but daunting or inaccessible or demeaning to the 
intended beneficiaries. That is understandable, especially when 
providers are overstretched and in short supply. Rut the end 
results arc often poor. Services that are difficult to reach, or 
impersonally provided, or poorly explained will often not be 
used. Or they may need to be offered repeatedly before they are 
accepted. That leaves providers spread thinner, recipients more 
discouraged, and societ)' inclined to blame the victims. 

Thus, something beyond the simple establishment oi ser- 
vices or funding of programs is required. What is needed is a 
commitment to support parents across the board in their most 
important work. It is a determination to make ser\'iccs not only 
available but attractive, understandable and fully useful to the 
persons they are intended to help — to provide services in the 
context of continuing and respectful relationships between 
provider and parent, and in settings as familiar and convenient 
as possible. 

The fundamental need is not for a collection of particular 
measures, but for a perspective. And it should he applied to all 
in this area — public and private. All policy initiatives — in addi- 
tion to the other ways in which they must be assessed — should 
be viewed in terms of their effects on infants and toddlers. At all 
levels of government, and in private institutions as well, we 
should learn to ask ourselves: what are the consequences for 
infants and their families? Will this policy improve infant 
health? Will it give infants and toddlers more time, or less, with 
parents or other trusted caregivers? Will it tend to enlarge Vvh.u 
parents and other caregivers understand about the needs of very 
young children, or not? Docs it tend to confirm parenLs' impor- 
tance in the lives of their children, or to diminish that impor- 
tance? Can it be revised to serve its other purposes and still 
improve — or at least nor worsen — the situation of the nation ^ 
youngest children? Does it accord with our nation's professed 
belief in the crucial importance of the family? 



More about Heart Start 

Heart Start has been published as three booklets and one 
insert. 

The principal report, 46 pages in length, includes a fore- 
word by Ernest Boyer. an introduction by T. Berr\' Brazelron. 
and chapters on "What Is at Stake," "The 'Heart Start*," and 
"What Is To Be Done^" This final chapter includes 38 specific 
recommendations for federal, state, local and corporate action to 
assure health, time for unhurried caring, promotion of respon- 
sive caregiving, safe and supportive environments, and special 
help for families with special problems. Endnotes include 
sources for both statistics and conceptual material. 

An executive summary of the report includes the full list ot 
recommendations. 

A set of vignettes. How Services Can Change the Lives of 
Infants, Toddlers, and Their Tamiiies, illustrates the supportive 
impact on families with young children of a communit)' health 
nurse, a physician specializing in sensory processing problems, 
services to foster parents, a community health center, and a 
child care center. 

A one -page insert. Recommendations Specific to Infant and 
'Toddler Child Care, suggests* how the child care system can 
address all five core areas of infant/family needs. 

Using Heart Start 

ZERO TO THREE is already finding very strong intercsi 
in Heart Start among corporations, foundations, and policv 
milkers and parents. By the time you read this wc will have 
introduced the report to members of Congress, the press, and 
other national organizations concerned with social policy affect- 
ing children and families. 

We also plan to initiate a self assessment process for inter- 
ested communities in the form of "Heart Start Days.'' These 
events bring together local elected officials, corporate leadcr^. 
staff of community foundations, service providers, and parents 
to discuss the issues raised in Heart Start and examine the extent 
and quality of their communities' services for infants, toddlers, 
and their families. Community foundations have already 
expressed interest in this approach. Wc invite readers of Zero to 
Three to write or call us about possibilities for organizing a 
Heart Starr Day in your communit)'. 



'The price for the complete set of Heart Start 
! documents is $13.00. The Executive Summary 

• is available separately for $6.00. Use the order 

• form in this issue or call ZERO TO THREE'S toll 
free publications number: 1-800-544-0155 
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Diagnosis and Treatment of Infants and Young Children with 
Pervasive Developmental Disorders 

matches. The early picture parents present of children 



Barbara KcUmanson 

Does he or doesn*t he? That is the question frequently raised 
when trying to diagnose an infant or young child su^aed 
of having a Pervasive Developmental Disorder. Parents and 
professionals are often perplexed by these children because 
it is not so much what they are doing as v^tiat the\' are 
not doing that leads to the diagnosis of PDD. Parents of 
these infiants and yo^ng children are less likeh' to become 
aware of ^cific v .aome behaviors than to experience 
something lacking in the depth and quality of the inter- 
personal relationship. The sense of reciprocit)'. of e;q)ectable 
feelii^ tones between people, is missing. Parents' natural, 
generally subconscious expectations for interaction are 
violated. There is a meage;ness of mutual regulation of 
interpersonal exchange through gaze, gesture, body language 
or voice. The infant or young child foils to develop a signaling 
system that elicits aj^ropriate, well attuned caregi^ing. 

The intervention approach described in this article Ls 
based on an assumption that development in all domaias 
is dependent upon the context of the relationships in wtiich 
learning takes place. Thus the relationship becomes the focal 
point of the intervention, even when goals related to lan- 
guage or sensory integration are being addressed. Because 
these children ha\'e a basic problem with affecti\'e mutualit}'. 
the>' are perplexing to their primar>' caregi\'ers. Opportun- 
ities to make an affective connection are often obscure and 
the sense of connectedness becomes easily derailed. This 
article will discuss the importance of understanding parents' 
subjective experiences of their child and how to help parents 
understand more preciseh- the variet}' of perceptual coi- 
fiisions and sensor}' sensitivities impeding their chM> 
capacity to relate. Case vignettes are used to illustrate how- 
parents are assisted in inviting their child into mutuall)* 
gratifying intimate relationships. 

Infants and toddlers in a world of their own 

Early signs of the disorder van' wideK*. from infants 
who ^>pear appropriately responsK'e in the first months 
of life and only begin to show idios\Ticrasies in their devel- 
opment during their second year to newborn babies whose 
initial rc^x)nses lack the cues parents conventionaih' inter- 
pret as socM 

For exanqjle, parents are unconsciously ready for the 
sounds of thefx voices to elicit a brightening, visual orienting 
and rhythmic bicycling movement of the babies' arms and 
legs. When these responses don't occur, parents arc con- 
fused, but they don't necessarih' know what's wrong. This 
is not surprising, given that the child's interpersonal dif 
ficulties consist largely of the absence of respoases that are 
themselves small and seemingly insignificant if viewed a.*^ 
discrete behaviors rather than as pan of an overall pattern. 
Parents often read e\'er\' infiant care book available, looking 
for the profile that describes their baby, but nothing quite 



evidencing unusual behavior as infants fits one of two ex- 
tremes: either the baby was ftissy, colicky, stiff and impossible 
to soothe, or too easy, passive, floppy, and able to ^nd 
long periods of time alone. At both ends of the continuum, 
parents report that their babies seemed to soothe better 
when left alone in their cribs, strollers or walkers, and that 
the>' seemed to be in a world of their own. 

Some chiidrens' developmental idiosyncrasies seem to 
emerge during the second year of life. Parents of these babies 
report that their young infiants were cuddl}', smile\' and 
offered typical gestures such as reaching toward the parent 
to be picked up. During the second year they often "lose" 
words the\' had acquired previous!)', become increasingh* 
aloof, and foil to develop expectable representational capa- 
cities. The loss of early words is a mysterious phenomenon, 
but after some investigation into how those words were 
used, I have come to hypothesize that they were frequently 
said for the pleasure in the sounds rather than with 
communicative intent. 

The absence of social relatedness Ls joined in toddler- 
hcxxi hy a failure to develop language for interpersonal 
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communication. The child msy talk in code, repeat favorite 
sounds or mimic dialogue from TA' or \'ideotapes, but the 
expectable intention to communicate is missing. Parents 
may start to feel that a seasc of comfort from familiar routines 
has turned into a rigid insistence on keeping eventhing 
the same. Caregiving patterns may become frxed rituals. A 
cognitive style that is severely lacking in flexibility of thinking 
or resp)onses becomes apparent. ThLs lack of flexibilit\' ma\ 
at fibrst seem an extreme version of t\pical toddler strivings 
to\\'ard autonomy. But peculiarities in making seasc of 
common contingent relatioashipsbegias to re\'eal difiiculties 
of a different nature than *'the terribk' rv\T)s/' For example, 
one child held his chin and turned his head at e\'cn' street 
comer after his mother had tried to help him notice the 
red and green lights by genth' directing his gaze beforc 
the>' crossed at intersectioas. What passes for play is often 
a perseverati\'e opening and closing of dcx)rs or cupboards, 
wandering repetitrve routes through the house or around 
the ftuniture, touching everything but manipulating nothing, 
or meticulously lining up cars, crayoas, shoes or other 
materials without an\' enactment. 

Most striking in toddlerhood Is the failure to de\'elop 
empathy. This lack of awareness of the feelings of others 
is e\ident in the way the cliild negotiates the world as il 
he were the only one in it. He seems unrcspoasive and 
unable to participate in another's feelings or ideas. As child- 
ren become older and there are gro\\ing expectatioas lor 
independent activit>\ these children appear deceptiveh' sell- 
reliant. They may be quite content to move aimlessK* about 
the house, "entertaining" themseh^es. What is striking is ho\A 
rarely tliey bring something for a parent to admire, or look 
to a parent for social sanction, comfort, or joint pleasure 
in an actrvit>'. With the anticipation of greater independence 
comes an expectation that children will show increasing 
understanding of social conventioas. These expectatioas tcx) 
are violated as, for example, the c:omings and goings of 
significant people are ignored or a greeting Is made b\ 
backing into someone. 

Disruptions in sensory and perceptual processing 

Precisely vA\y the basic processes of social relatednes*- 
are missing in these children is still a medical mystcrv*. Yet 
our knowledge of the transaction between the unfolding 
of relationships and developmental progress offers important 
clues to finding a successftil approach to treatment. Like 
others writing in this issue, my approach Ls based on the 
notion that there are disruptions in innate perceptual and 
sensory processing that provide the newborn with the 
foundation for building relatioaships. Just think about a new - 
bom's capacity to experience pleasure in the multiseason 
experience of being held, rocked, gazed at and talked to 
simultaneously, and imagine the sense of disorganizatk)n 
and overstimulation experienced by a baby whose season - 
perceptual system Ls compromised. 

Some of the charaaeristics of children wiih sigas of 
PDD from early infancy, such as gaze a\'ersion and avoidance 
of physical closeness, may be related to the i>piciil e\ 



perience of newborns, who can do little to control distress- 
ing stimuli beyond averting their gaze or arching zwzy. 
Although such maneu\'ers do cut off the feeling of inter- 
personal connection, the baby is using them to manage 
experiences of being overwhelmed by stimulation, not to 
send a negative social signal. Nevertheless, parents' feelings 
are hurt. They interpret the bab/s behavior as an intentional 
communication, meaning, "move away, look away, or pur 
me down." 

Thas. fast as t\picalh' de\'eloping infants elicit care- 
gi\ing, interaction, and pla^^ these babies also elicit c^egiving 
patterns from their parents. Unfortunateh', because parents 
are trying to adapt to their baby s needs, parents of infants 
with PDD can become entrained to non-interaai\'e, idio- 
svTicratic patterns that inadvertently reinforce the disability . 
For example, it is not unusual for me to see parents ^\'ash 
and dress tlieir children from behind, not fece to face— 
or hold them on their laps, facing away, at the outer edge 
of their knees. E^cially when the baby is the first child, 
parents are unaware of doing anything unusual in their 
c^egKing. What the\' are aware of Ls that the relationship 
doesn't feel gratifying. 

''Normalizing" and "diagnosing" 

Many parents gradualh' become aware of their child- 
ren's at\pical de\'elopment. ThLs process often invoh-es an 
emotional see-sawing between feelings that the child is OK. 
feelings that there are de\^elqpmental difBculties, and feelings 
that the problems in relating are their fault. Parents seem 
to go through thLs process of diagnosing and normalizing 
their children's beha\ior long before they enlist professional 
assLstance. Like almost all parents, the\' assume things are 
generalK' fine and worn- a lot about litde incidents. The 
w^orking assumption that a child is developing normalh' can 
lead parents to blame themselves for the difBcnilties the> 
experience in relating. If the\' experience theLr child's un 
responsi\'e behavior as volitional, they may see it as a rejection 
of tiieni as parents. B\' the time most families seek pro- 
fessional assistance, parents have ^)ent many hours observing 
their child and thinking about his behavior. Many parents 
are gitted observers of their children and can lead pro- 
fessionals to a seasitive understanding of theLr child. 

Some common categories of interpretations of behavior 
work to help parents maintain an image of their child s 
development as typical. Some parents think of the child's 
withdrawal and hyperseasitivity to stimuli as evidence of 
special creativity. Unfortunately this perception can lead 
parents to conclude that the child's thought processes should 
not be interfered with and the child shouldn't be disturbed. 
I'or example, one child's insistence on sameness "w^s thought 
of, in the abstract, as evidence of his memory skills. 

Individual instances of behavior can become exagger- 
ated or ovei^eneralized upon reflection. One father told 
me he thought of his son as vcr\' affectionate. He based 
his impression on the child s instant interest in a new neigh- 
bor and his approach to a stranger on the street. It wa> 
onl>- through lengthy discussion that he realized his son's 
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friendliness toward a person didn*t grow over time, and 
that in faa he could show no recognition of people who 
knew him well 

Inconsistencies in the child's behavior make it more 
difficult for parents to identify distorted qualities of related- 
ness and can delay seekif^ treatment Moreover, parents' 
expectable predi^x)sition to think of their child as devel- 
oping within the normal range shapes their perceptions of 
individual instances of unusual behavior. Discrete events are 
interpreted through perceptual filters that make them seem 
congruent with the parents' internal working model of who 
the child is. For example, one mother was sure her son 
made eye contaa as she talked about him during an assess- 
ment session. Only after extensive observation together was 
she able to notice the sidelong fleeting quality of his gaze 
and the physical distance fixjm her required for those 
moments of eye contact to occur. 

When I first meet parents, they are often struggling 
with questions about whether the child's symptomatic 
behaviors are volitional or not. Their perceptions regarding 
the child's intentionality are frequently the first topic I 
encounter in our assessment sessiotis. 

Untangling peixrep^tions: A first goal in treatment 

One of my first goals in treatment is to help parents 
untangle their perceptions. It helps them to understand that 
the difficulties in their relationships are in large measure 
due to constitutional challenges in the child that are im- 
peding the capacity for relatedness. 

Directly trying to educate parents to this £aa rareh* 
works. The child's behavior is so inconsistent, the missing 
qualities of empathic relatedness are so elusive, and the 
propensity to blame oneself is so strong. Instead, 1 find the 
success of the intervention depends on my ability to learn 
about the parents' subjective experience of the child B>* 
eliciting parents' perceptions of what their child is doing 
and not doing, and wiiy they think the child is behaving 
in a particular way, I work toward establishing a mutual 
understanding of the importance of the meaning of feelings 
and behavior to our work. Together we try to make sease 
of what has gone awry in their child's develqpment and 
relationships. 

Earning parents' trust that I can genuinely^ appreciate 
their experience is e^ential to establishing a working 
alliance. As 1 understand how they came to their point of 
view, parents gradually begin to reconsider perceptions 
about their child and how these notions have aflfected the 
infant-parent relationship. This process enables parents to 
empathize with the child's experience in a new way and 
leads to developing new strategies for inviting their child 
into the social world. 

Designing intervention with the child and £amiiy 

The next challenge of treatment is to begin to invite 
spontaneous purposefiil interaction with a small person who 
is tuning out, wandering around, and operating in an idio- 
syncratic, impersonal manner. To achieve this goal I work 



with parents in core areas similar to those described by 
others in tliis issue: 

1) follow the child's lead; 

2 ) use play as a means of interaction; 

3) figure out areas of sensory sensitivity and create 
interpersonal buffers for them; and 

4) e3q)lore the meaning ofthe child's behavior in order 
to match attempts at engagement to the appropriate devel- 
opmental level and emotional concern. 

Given the multiple developmental challenges these 
children present, it is often tempting to invobe a number 
of professionals to work on language, fine and gross motor 
skills, sensory integration, cognitive development, parent 
counseling and psychothenqpy. Ihis raises the question of 
how many therapists to enlist Because these children have 
a basic problem with the affective quality of their inter- 
personal relationships, the initial work needs to focus on 
establishing reciprocal positive feeling tones in priman^ 
attachment relaticniships. Since all learning takes place in 
the context of relationships, such an jqpproach makes the 
child more available for learning in other developmental 
domains. 

In most cases. I want to establish a hierarchy of attach- 
ment figures b^inning with the primary caregivers. I often 
aa as a coach and translator working on the sidelines of 
the interaction between the parents and the child. In cases 
where parents have lost heart and need direct evidence 
of their child's social potential I will temporarily interact 
directly. When other professionals are involved, I prefer them 
also to act, as I do, as coaches to the parents, so that the 
child will not interpret fcom the adults' behavior that we 
think people are interchangeable. Many femilies need some 
time to establish the centrality of the parent-child v 
lationship and the role of that relationship in preparing U; 
child for a widening interpersonal world. How a team pro- 
ceeds depends on the assessment of the ^ntaneity and 
reciprocity in the relationships and the parents' sensitivity 
to the child's sometimes eluswe cues. In general, the more 
the child looks to the parent for social cues, nurture and 
interaction, the better the treatment proceeds. In some cases, 
where the attachment seems fragile. I worry that expecting 
the child to manage multiple relationships early on in treat- 
ment runs the risk of prolonging the in personal difficulties 
in making well-differentiated attachments. On je the child 
is on the road to normal social relations, the other areas 
of disability such as langua^ or motor control become more 
amenable to traditional treatment i^roaches. 

By observing how the child is managing his world I 
can set a tone for following the child's lead in play and 
in caregiving routines, and decipher how his particular sen- 
sory sensitivities affect his attempts to master developmental 
challenges. Following the child's lead does not mean be- 
coming a silent shadow— these children could overlook the 
therapist forever. On the other hand, one doesn't want to 
become intrusive, for fear of overwhelming the child's 
sensitive perceptual system. 
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The initial trick is to figure out how to get noticed 
in a positive wa>'. 1 observe with parents how much and 
what kinds of bids for interaction draw the child's attention 
and stimulate an affective connectioa In every observation, 
1 also work with parents to figure out tiie kinds of sensory^ 
sensitivities and perceptual confusions that seem to be 
interfering with the child's sociability. Once we identify areas 
of sensitivity and how the child attempts to manage them, 
we are in a position to create environmental and inter- 
personal buffers that enable the child to engage in a focused 
manner. 

1 attend to the tone, pitch, and rhythmicity of my voice, 
the intensity and sources of ambient li^t, the changes and 
intei:sity of visual di^la>'S made by facial expression, and 
the tolerance for touch. 1 observe the child's edacity to 
integrate visual, auditory, taaile, and olfactory stimulation 
across modalities. For example, can the child and 1 look 
at each other and talk wtiile 1 rest my hand on his shoulder? 
Or, if Fm talking do 1 need to slow down changes in facial 
expression and keep my distance? Through ob.serving care- 
ghing routines and throu^ play, 1 try to find ways for the 
child to gain control over sensory input by creating pleasur- 
able interactions that can increase the intensity' and amount 
of interpersonal contact in small doses. 

The following vignettes illustrate ho^* these core 
approaches are integrated into m>' work with parents and 
their young children. 

Janic 

Janie*s parents arrived at m>' oflSce depressed and ex- 
hausted. The>' hadn't had a pleasant moment or a night's 
sleep since she'd been bom 18 months ago. As medical 
professionals the>' had tried to find a context for her extreme- 
irritability. For a long time the>' had settled on a diagnosis 
of colic, but the irritability had gone on too long. There 
were other worries too; Janie had spells of staring into space- 
in the car and in the bath, waving her hands in a funny 
wa>'. She often screamed for entire car rides. ne\'er calming 
or felling asleep to the motion. Friends would hold her 
and remark on how stiff she was. She didn't show any 
preference for her mother, who had quit work in order 
to care for her daughter full time. Janie's mother had begun 
psychotherapy for herself and was taking antidepressants, 
bu*^ er relationship with her daughter had not changed. 
Fortunately, mother's ther^ist recommended an evaluation 
of Janie by an infant specialist. 

Janie ^>peared much as her parents described her. She 
looked at the floor and made no eye contaa. She rejeaed 
any bids for interaction by turning away, and she struggled 
away from physical contaa. Janie was content to sit in a 
comer with her back to as and examine small toys in a 
basket. The slightest frustration ignited panic-stricken 
squeals and fast breathing, wiili no sigas of anticipating or 
requesting adult assistance. Her mother read these signals 
as desperate pleas. As her anxiet\' escalated, she sprung into 
immediate aaion. The affeai\'e tone in her voice matched 
her daughter s panic. The combination of Janie's extreme 



irritability and lack of positive feedback toward her mother 
led the mother to think of herself as an irritant to her 
daughter and led her to leave the toddler alone to manage 
disoiganized states. There were two important disadvantages 
for Janie in this approach: 1 ) she was left to isolating, self- 
stimulatory aaivities; and 2) she lacked e^q^erience with 
well-modulated social stimulation, carefidly attuned to her 
capacities for relating. 

It became apparent to me that the common thread 
in Janie's problems was a hypersensitivit>' to visual and tactile 
stimulation and an inability to modulate her affectix^e ex- 
perience. She was busy warding off being overwhelmed by 
the intensity of sensation and emotion. When she was over- 
taken, she panicked. Once her parents understood how this 
hypersensitivity could be affeaing her behavior and capacits* 
to relate to them, we were able to implement some ven 
effeaive interventions. 

The refleaed light on water or glass was intolerable 
for Janie, so we carefully controlled ambient light Her staring 
spells during bathtime were eliminated by using only a hall 
light, and the ones in the car were reduced by using a 
shade. Janie's parents were also able to simplify her visual 
environment. They began playing with her by lying next 
to her on the floor, careful to keep their heads below hers 
so that she didn't have to look toward the light source 
in the room to look at them. Janie became intrigued by 
games of peek-a-boo and coming and going, e^cially when 
she controlled the visual stimulation. Janie covered her 
mother's head with a blanket and pulled it off. Janie ran 
to hide behind the chair and came back to her mother's 
side. 

The most significant pro^^ess was made by helping 
her mother understand what had happened between Janie 
and herself, and what Janie needed fi'om her. Janie's mother 
had felt defeated and unable to communicate with her bab>-. 
At first she would panic herself and rush to action at the 
first hint of Janie's desperate distress. Later, exhausted she 
began to lea\'e Janie to her own devices and put her in 
her crib wlicn she was irritable. I worked with the mother 
to help her understand how her relationship with her 
daughter would change when Janie was able to use her 
as a mediator and container for overwhelming experiences. 
By observing my own visceral reaction to Janie's panic, I 
was able to acknowlec^e the naturalness of the mother's 
re^nse and bring up the need to behave counter-intuitively. 
Mother began to realize that her own panicked affecti\'e 
tone merely confiurmed the danger of the situation for Janie. 
Her mother leamed to take a deep breath and then use 
calm, reassuring tones which enabled Janie to accept her 
mother's help. 

During one session when Mother was particularly 
fatigued. 1 leamed that she had been away overnight and 
janie had been cared for by her aunt. Janie seemed especialh* 
interested in coming and going games, but her mother tried 
to reorient her to play by herself, stating she had no energy* 
When we talked about the meaning of separations to young 
children and how they use pla\' to master the experience. 
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her mother realized the importance of the game and found 
the energy to pursue it with more comforting tones. She 
also recognized that she hadn't thought about such issues 
with Janie because the child seemed so detached 

After several rounds of "Janie goes away» but she always 
comes back to Mommy," Janie pulled her bottle out of her 
diaper b^ and leaned her head on the couch. I told her 
how good it would feel to sit with Mommy and drink, \\iiich 
she did briefly, but with a softness that allowed her to lean 
her back against her mother. In a moment, she popped 
up and worked a puzzle, but she was tired and became 
fiissy over it Mother retreated and told me it would only 
get worse if she got involved 

I careftiliy suggested that Janie really needed her mother 
to help her contain the experience. I offered suggestions 
about how to provide structure and redirection, coaching 
Mom throu^ the event. Janie completed the puzzle, smiled 
at her mother and went for her bottle again. This time 
she sat on her mother's lap, chest to chest. Janie turned 
her head side to side which her mother took as a signal 
to put her down, but I encouraged her to talk softly and 
let Janie find a comfortable position. Mother's body relaxed 
as Janie settled her head on her mother's shoulder and both 
bodies molded to each other. Mother told me Janie had 
never done this before. I talked to Janie about how coz\- 
she was and how much her mommy wanted to cuddle 
like this because she'd been missing it for a long time. Janie 
reached a hand toward me, then she sang to herself, closed 
her eyes and fell asleep. A tear rolled down her mother's 
check as she told me how she'd never bec^ able to hold 
her baby like this or have her fall asleqj n her arms. 
Amazingly, Janie slept all the way home in the car. As if 
recognizing the need, Janie spent many of the following 
sessions practicing close physical contact with her mother. 
Weeks later, Janie was able to offer a hug, first by leaning 
into her mother with her arms stiff at her sides, and finalh^ 
with her arms around her mother and her head on her 
mothei'^s shoulder. 

At two, Janie regularly n2q)s in the car. She is developing 
communicative language and lingers lovingly c er the word 
"Mommy" as she calls to her mother or shares a game 
She is ^ very sensitive to stimuli, but her mother can 
now make sense of her daughter's distress. She realized that 
Janie had been troubled by the dappled li^t filtering through 
the trees when they went on a walk through a forest. She 
showed Janie how the toy stethoscope woriced by placing 
it on her own body first. When Janie screamed and reftised 
to use a bandaid on a cut, her mother was quick to under- 
stand the tactile sensitivity. She could now see the merit 
in allowing Janie to play with bandaids, to put them on 
dolls and on her parents over and over until janie decided 
to try one on herself. 

Amanda 

A young mother and I develc^d sound games for her 
four-year-old daughter Amanda who, we discovered, 
withdrew &t)m the people in her world partly because of 



her auditory sensitivity and her inability to modulate her 
affective e3q)erience. When we met, she lived in a fantasy 
world of video t2^ dialogues. Amanda used very idio- 
syncratic language and made noises to herself that disrupted 
her school and femily life. She had difficulty con^- -unending 
ordinary conversation and didn't follow even simple re- 
quests. She made atten^ts to ward off the verbal world 
wiiile she was hypervigUant toward visual information. Her 
video monologues seemed more like an effort to control 
the auditory-verbal ^ace in the room than expressions of 
communication. 

Amanda was intruded upon and entranced by the 
whisper-soft ticking of the clock in my office. Althougji she 
ran away when children approached her at the playground, 
she surprised and offended them by sneaking up behind 
them and snorting or roaring loudly. Given the encroach- 
ment of the clock, I imagined the roaring was her wa>' 
of letting us know how she e3q)erienced most children's 
approaches. It was also her way of making another child 
feel the way she felt much of the time— overwhelmed by 
sound Rather than solely focus on her feelings about the 
noisy children or her mechanism of turning passive into 
active, I wanted to give AmaiKla a playful, interactive means 
to learn to manage this auditory sensitivity. 

After months of work helping her mother make more 
reciprocal contact with Amanda, a game evoked in which 
she hid under my desk and surprised us with animal noises. 
It began by my pretending to be startled and firigjbtened 
by a noise she made. Amanda so enjoyed my feigned vocal 
distress that she was also able to find pleasure in the little 
auditory surprise she had to cope with. She laughed at our 
mutual game; Amanda startled us, and we startled her just 
a tiny bit by voicing pretend distress. We had a shared ex- 
perience of being alarmed by unexpected noise, and an 
affective connection formed around managing the intrusion. 
Rather than withdraw into her private worid, she let us 
join her and provide a practice zone for managing stim- 
ulation. Amanda was able to use the affective connection 
and the sense of mutuality in the game to transform the 
sense of fear of the unexpected into a sense of pleasure 
in the unexpected Her mother's understanding of the value 
of this game in helping AmaiKia use her affective connection 
to us to learn to mediate and contain stimulation enabled 
her to use similar devices at home. 

By the end of the next school year, Amanda fek greater 
control over this sensitivity and an increased capacity to 
seek help from others. She told me that although she still 
hated music circle (the prior year she'd made bizarre noises, 
crawled away from the group and rolled around on the 
floor), she now managed it by putting her harKis over her 
ears sometimes and by sitting next to the teacher. 

Sam 

Sam was referred by his nursery school at age three 
because he talked to himself in a private language made 
up mostly of *t' soimds and high-pitched screeches. He didn't 
play with the other children, and was at times aggressive 
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toward them. (It turned out he spent most of his time 
throwing smail toys behind a couch ani ignored the other 
children so thoroughly that he'd step on them as he made 
his way around the room. ) They were also worried because 
he would bang his head on the floor or furniture, and he 
never looked at anyone. He ^nt long periods of time 
laughing to himself and inarticulately, perseverativel)' re- 
peating key phrases from his favorite videos. His mother 
was masterful at decoding his pri\'ate language and was 
therefore more able than others to be contingently 
re^nsive to him. Her skill at understanding him had also 
masked the severity of his difficulties. Though she told mc 
she had thrown out the child de\'elopment books because 
Sam seemed more irritable than any of their descriptions, 
she had also sent him along to preschool with her friends* 
children, unprepared for the school s concern. 

Sam lacked any sense of mutualiry-. This was most ap- 
parent in his failure to use mutual gaze for interpersonal 
rc^ulatioa At times he would offer his mother a fleeting 
glance. But it was apparent that he found the intensity of 
eye-toeye contact unbearable. He became increasingly able 
to make eye contact at a distance of three feet or more 
as long as one didn^t try to make any other sensory contact 
in the moment. He enjoyed chase and tickle games and grad- 
ually allowed more close-proximiry eye contact through these 
games. He became more able to look at pec^le when we 
developed a style of telling him— *'I like to see your e\'cs"— 
whenever he made a request. In my office, he ^nt weeks 
relating to me onK' through a puppet 1 wore on m\^ hand. 
My first evidence of progress was when he entered the office, 
took the puppet off the shelf and put it in my hand. 

Sam's brother wore thick glasses. One big problem at 
home was that he pulled his brother's glasses oflf and bent 
them every chance he got, but especially when his brother 
came home from school. I learned some sessions later that 
Sam also regularly threw a toy school bus toward the window 
when his brother left the house in the morning. Making 
connections between these events helped the famil\* 
understand that Sam was quite likely having strong feelings 
about separations as well as difficulty managing the intensit\- 
of mutual gaze. 

Sam discovered the perfect toy's for working on the 
eye contact problem in my office. He found a cow with 
eyes painted as if asleep, a horse with intense black eyes, 
and a Mr. Potato Head witli glasses. Session after session 
we examined these ey^es— sleepy eyes, friendl}' ^Vake up'* 
eyes, and eyes with and without glasses. Soon Sam wanted 
to tape wake up c>'es on the cow. and he pranced around 
the room wearing Mr. Potato Head's glasses and putting 
the 1 on the puppet. At home, he manipulated small knight 
figures witli visors. 

The brother arrived mid-wa\- through one session in 
the famil/s home. As scx^n as he knelt beside Sam to greet 
him, Sam grabbed his glasses, bent them in two and threvv 
them. For the rest of the session we helped Sam pretend 
to be the one who left and returned. Toward the end of 
the visit Sam grabbed for his brother's glasses again. This 



time I told him his brother needed the glasses to see Sam. 
He wasn't wearing the glasses to keep away firom Sam, like 
the visors on the knights. Sam was quiet but clearly listening. 
All this tran^ired just as I was about to leave, and as I 
said good-bye, Sam leaned over and kissed my cheek Finalh* 
someone understood. This session was followed by many- 
focused on obstructions to ev^e contact, and being close 
to people. This vignette illustrates the use of play to address 
the sensory sensitivity directl)', wiiile e3q>loring the meaning 
of a child's beha\ior in order to address the emotional 
concern interacting with the sensory' vulnerablilit>'. 

At four, Sam still banged his head when he was stressed 
or frustrated, and his language was primarily for his own 
private use. He began engaging in chase games with other 
children though he typically made himself the victim. He 
was capable of e3q>ressing warmth with his family members 
and had dex^eloped mutual gaze at a distance and an 
endearing interpersonal smile. By the time Sam- turned sLx 
and a half, he was able to be integrated into a regular 
Kindergarten with a small class size. At the end of the school 
year, his mother brought me his report card, tears streaming 
dovm her face as she waved it at me. The teacher's written 
comment said she was pleased to see how many friends 
Sam had and how well he played with the other children. 
Slie also wrote, 'Tie's a h^ppy and popular boy.'* 

nummary* 

These \ignettes typifV' my work with families. They 
illustrate the integration of listening for and empathizing 
with parents' subjective experiences and helping parents 
imagine what the world feels like to their childrea The 
simultana^as lise of play to follow the child's lead, address 
sensory sensitivities directly and explore emotional 
concerns, invites the child into the social world and reassures 
him it won't be too overwhelming or intolerable. 

In all my work with children with Pervasive Devel- 
opmental Disorders, their parents are always my best allies. 
I ha\'e been touched by their warmth, stamina, thought- 
fiilness and perseverance. The creativity and pyatience of each 
family I work with enriches my capacity to assist others. 
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All caregivers of children wth Pervasive Developmental 
Disorder are challenged to engage their child in ways which 
will both minimize the impact of the constitutional 
maturational vulnerabilities the child feces and promote 
shared attention, mutually pleasurable interaction, and 
reciprocal social communication, all critical maricers of earh' 
emotional development (Greenspan, 1992). Foster 
caregivers of children with PDD fece a ^jccial challenge. 
The chaotic and/or abusive experiences leading up to the 
placement of children in foster care significantly undermine 
any foster child*s capacity to negotiate an interactive 
relationship with a foster caregiver, in which early emotional 
development can progress. When a child with the 
constitutional-maturational irregularities associated with 
PDD experiences the early history associated with foster 
care ent^>^ the challenges feced in establishing an interactive 
relationship with a foster caregiver are significantly 
intensified. 

We will review the general principles for working with 
all PDD children, then describe the unique challenges which 
foster caregivers fece in woridng with PDD children in foster 
care. A case study will follow which illustrates the thera- 
peutic interventions \!viiich we have found helpful to foster 
caregivers who fece the unique challenge of parenting a 
foster child widdi PDD. 

Self-regulation and shared attention 

Green^an (1992 and this issue) has described a 
conceptual and treatment approach vjsiiich involves children 
and parents in an interactive process essential to emotional 
development Greenspan's model is very useful in working 
with children with PDD characteristics, in that it acknow- 
ledges the significant impact upon emotional development 
of constitutional maturational vulnerabilities, such as those 
wiiich characterize pervasive developmental disorder. The 
approach focuses initially on the promotion of self- 
regulation in the child, and shared attention between 
the child and the parent. To promote self-regulation and 
shared attention in children with PDD characteristics, 
interventions focus upon helping parents discover both the 
senses through which the child most readih* maintains 
attention, and the senses through which the child Is hyper- 
or hypo-responsive, and coasequentiy irritable, inattenti\'c. 
or withdrawn. In addition, inten^entions center around 
helping parents "reach" the PDD child. Parents a) initialh 
encouraged to reach their child through those scases to 
which the child is most responsi>e. Then, at increased 



intensity, parents are encouraged to communicate through 
those senses to which the PDD child is hypo-re^nsive. 
Finall>', with very low intensity, and in small and careful 
increments, parents are assisted in communicating with their 
child through those senses to which the PDD child is hyper- 
re^nsive. 

In our work with foster femiiies, howe>^er, we have 
found that a foster parent's capacity to foster self-regulation 
and shared attention in a cWld with PDD characteristics 
is often sidetracked by the experiences the child brings 
to foster care. Many children enter foster care from chaotic, 
disorganized, and maltreating environments in vMich the 
capacities for regulating the sensory and affective systems 
were continually undermined The developmental xoilnera- 
bilities wiiich derail the development of self-regulation and 
shared attention in all diildren with PDD are intensified, 
therefore, by the events in the environment which led to 
the PDD foster child's entiy into care. 

Afosterparent's opacity to foster self- 
regutation and shared attention in 
a child with PDD characteristics is 
often sidetracked by the experiences 
the child brings to foster care. 

It lias been our experience that many foster caregivers 
attempt to repair the behavioral disoiganization with \siiich 
foster children present by providing a great deal of structure, 
organization and routine in their foster homes. A foster 
caregi\'er must ensure, however, that her provision of struc- 
ture and routine does not become too rigid. This would 
not necessarily be helpful to the child with PDD, whose 
season' irregularities may^ require a good deal of ^ntaneirv' 
on the part of the car^iver. For such a child, therefore, 
foster caregivers must balance the inclination to provide 
reparati\'e struc^ture and consistency to the child from a 
chaotic home with a great deal of sensitivity to the child's 
unique sensory irregularities. 

Emotional engagement 

The dcvelq)ment of engagement is the second 
essential process which must be negotiated for early 
emotional develq)ment to progress (Greenspan, 1992). To 
help parents support their child's developing capacity to 
form attachments and "special" relationdiips, we help them 
to identify' the subtie, weak, and idiosyncratic signals that 
the child with PDD ma\' use to show his interest in the 
human environment. In addition, parents are assisted in 
responding to these signals in a robast and pleasurable 
manner to show respect for the child's uniqueness and to 
encourage the child's interaction with the human 
environment. Finally, parents are encouraged to expand their 
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child's repertoire of sodai and emotional conununicative 
signals by building upon, modifying, and introducing a wide 
range of affective signals. 

A foster parent's efforts to engage the child with FDD 
in mutually pleasurable interaction, however, is challenged 
by the child's early history, as well as by the foster care 
experience itself. The develc^mental vulnerabilities \\iiidi 
undermine such a child's edacity to establish face-to-face 
contaa and a ^cial sense of human conneaedness are 
greatly intensified when that child is in foster care. Hie 
insecurity of attachment to the maltreating biological parent 
and to multiple foster caregivers undermines the child's 
edacity to engage in a mutually pleasurable, "^cial" 
relationship with the foster parent. The foster caregiver 
requires therapeutic assistance in engaging a child whose 
developmental vulnerabilities and early relationships 
con^ire in a downward ^iraL 



CUnicians may need to help foster 
parents reframe their role to empha- 
size interactive play rather than 
(Udactive teaching. 



Tlie foster parent, in addition, brings her own am- 
bivalence to the relationship: knowing that the placement 
is time-limited and that the child may be returning to the 
biological family inhibits the foster parent's total emotional 
availability to the foster child Interventions may be necessarv* 
with both the foster family and the child welfare system 
which focus upon permitting attachment to develop. With 
foster care^ers, interventions ma>' need to focus upon 
helping the foster parent appreciate the diild s develop- 
mental need to experience and internalize a model of a 
"^cial person" in his life; exploring with the foster parent 
her anxiety over nurturing a tenqx)rary relationship which 
may end in loss; and exploring loyalty conflicts that the 
foster parent and child may feel in developing this attachment 
relationship. 

Reciprocal social communication 

The third essential process \Niiich must be negotiated 
for early emotional development to progress is the estab- 
lishment of reciprocal, social communication between 
the child and his/her caretaker (Green^^an, 1992). To help 
parents sqpport the development of gestural and symbolic 
two-way communication with a child with FDD, thenq)eutic 
interventions focus upon hewing parents becoming a more 
active partner while interacting with their **uniq|ue" child, 
While the child may have a tendency to engross himself 
in solitary activities, avoiding eye contaa and human inter- 
action, parents may have to introject themselves to "force" 
a response firom the child In addition, parents may require 
therapeutic assistance in understanding the child's 
stereotypic and idiosyncratic behavior as a form of com- 
munication and making it interactive; following their child's 



lead in play interaction; and elaborating their play inter- 
actions to support increasingly complex sequences of 
reciprocal interaciioa 

These challenges are, again, intensified for both the 
foster parents of children with FDD characteristics and the 
children themscbes. The child with FDD in foster care is 
uniquely challenged by his history: whereas most children 
with FDD charaaeristics nia>' enjoy islands of contingent, 
redprocal interaction with their parents, many such children 
in foster care liave experienced a contiauous history of non- 
contingent interactions in their biological homes. Foster 
caregivers face a unique challenge as well. It has been our 
experience that many foster caregivers define their role vis 
a vis their foster child as "teacher" rather than as "interacth'e 
parmer". Clinicians may need to assist foster caregivers in 
reframing their role in a way which would de-emphasize 
didaaic teaching of their foster child and emphasize inter- 
actK^e play. 

Case study 

Twenty-nine month old Robert was referred for a 
developmental assessment by his foster mother, who was 
concerned that he was slow, passive, and unre^nsive. 
Robert had lived under the c^e of his biological parents 
during the first 1 1 months of his life. He was said to have 
sleeping and feeding problems, to have taken Isomil imtii 
he was fourteen months, and to ha\'e had a slow weight 
gain. 

His father was very su^icious of his mother's association 
with other males and checked on her every fifteen minutes 
at her job. He was also physically abusive to her. Mother 
eventually left Robert and his older sister with his father 
and moved out of the state. Father left the children with 
a neighbor and did not come back for 3-4 weeks, resulting 
in their placement in foster care with Mrs. W, Robert has 
not seen his parents since thea He has had r^^lar visits 
with his sister but does not interact with her, and during 
these visits, he gets engrossed in solitary pia>'. 

When first placed with Mrs. W., Robert was very slow, 
passive, and unresponsive. His developmental milestones 
were delayed At eleven months, he was able to sit, but 
did not crawl or pull to stand He did not vocalize, babble, 
or say any words. His affect was flat, and e was withdrawn. 
With Mrs. W.'s persistent efforts, Robert gained wei^t and 
progressed in his motor milestones. However, he remained 
aloof and did not interact with other children, and preferred 
to play alone. Mrs. W., who was already involved with me 
O.K.G.) for caregiver-child interactional therapy with an- 
other foster child, was concerned and requested a devel- 
opmental assessment for Robert. 

A psychological assessment at 29 months found Roben 
to be mildly intellectually limited with autisdc-like features. 
He exhibited dela>'s in receptive and expressive language 
development and in gross motor skills. Comparatively on 
the B^tyley, his visually based skills were better developed 
than liis language-based skills. In addition to other recom- 
mendations regarding his placement, Robert was referred 
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for special education services and for child-car^iver inter- 
actional ther^y to promote Robert's capacity for social 
interaction and communicatioa On referral to parent-child 
interactional therapy at ^e 30 months, Mrs. W. reported 
that Robert exhibited a variety of disturbing behaviors, in- 
cluding ginning, hand flapping, perseveration, isolated play, 
sudden bursts of unrelated acti\it>' (invohing **baby like" 
kiddng, jaigoning, and running around), difificulties vvith 
changes in routine, oppositionalit)', and language delay. 
School behavior problems, including hitting, biting, kicking, 
and ten^r tantrums, were also noted. 

On assessment of the caregiver-child interactioa Robert 
played by himself, and did not initiate any visual, verbal, 
or affective contact with Mrs. W. or myself. He had a short 
attention ^an and was visually and auditorily distractible, 
moving iBrom one activity to another. He di^layed increased 
motor activit>\ moving all the time. His fecial expressions 
were limited, and his affect was constricted in range. He 
closed very few circles. Mrs. W.'s affect was constricted; 
she seemed to prefer verbal interaction as opposed to 
gestural interactioa Mrs. W. initiated verbal contact with 
him by directing him and asking questions about wiiat he 
was doing and teaching him various aspects of the toys, 
i.e., colors, shape, names, etc. Robert would re^nd to her 
questions by giving her one- or two-word answers and then 
moving on to play with something else. Their play time- 
together would result in both "doing their own thing. ' 
Robert did not acknowledge mc, as if I were not present 
in the room. After persistent attempts to interaa with him 
by moving in closer and closer and including myself in the 
activity in wliich he was involved, Robert eventuaDy 
acknowledged me by making fleeting ey^e contact and 
reciprocating my gesture. Robert was able to sustain his 
attention longer when 1 engaged him with a simple motor 
game of playing catch. During this interaction, Robert not 
only closed several circles in a row. he became moreyerbal 
and affectively e3q>ressive. ^ 

Hence, Robert seemed to have difSculty regulating 
sensory, attentional, motor, and affective processes. 
Additionally, he had difficulty in relating and interacting with 
others and dysfunction in language and cognitive develop 
ment. His interactional difficulties may have been 
exaggerated by the chaotic, disorganized and unpredictable 
environment in his biological home. 

During subsequent caregiver-child interactional therapy 
sessions, Mrs. W. learned to gain and maintain Robert's 
attention by engaging in motor interaction with him, 
involving playing catch, roiling cars back and forth, racing 
cars, etc. Hence, Mrs. W. discovered that Robert was most 
attentive through motor aaivity and least attentive with 
verbal interaction and that she needed to combine verbal 
and motor gestures to help Robert maintain his attention 
during the interaction. She also found that as she made 
contact with him through his motor system, he bec^amc 
more affectively engaged. 

As Robert and Mrs. VC'. exchanged motor gestures, 
Robert's engagement witli Mrs. W. grew warmer, richer 



and deeper. He started to e3q)ress a wide range of affects. 
He no longer looked sad and withdrawa He ejq^ressed his 
pleasure and di^leasure strongly. He became very possessive 
of Mrs. W. and would become jealous and upset when she 
played with her other foster children or attended to their 
needs. Mrs. W. saw Robert's "selfish" behavior as "bad" and 
"^iled" because "he should know that she needs to sliare 
her time equally among all her foster children." 

I invited Mrs. W. to explore her earh^ childhood 
ejq^erience. ^e talked about not having been brought up 
by her parents and growing up feeling "different" because 
she did not know her father. She conneaed her own ex- 
perience to a discussion of how "^cial" relationships arc 
important for a child's emotional development and began 
to understand that Robert was not necessarih* "spoiled" 
when he became possessh^e of her attention and affection. 
We explored the loyalty conflict that she felt of not vt'anting 
to replace Robert's biological mother. 



M^en Robert became possessive of his 
foster mother's attention and affec- 
tion, tve eocplored her feelings about 
not wanting to replace Robert's 
biological mother. 



As Robert had a tendency to engross himself in solitan* 
play and avoid eye contaa and human interaaion, 1 worked 
with Mrs. W. to encourage her to be a more actK'e partner 
in her interactions with him. When Robert played with the 
doll house, repetitively taking furniture out of the house 
and putting it back through the window, Mrs. W. would 
knock at the door, initiating the "Knock-knock!, "Who's 
there?" game. Or she would become Robert's assistant to 
hand him the furniture by asking which piece he needed 
next This helped them "dose several circles" in a row, 
and encouraged Robert to make eye contaa by catching 
Mrs. W.'s gaze when he looked up to see which piece he 
wanted next. 

Mrs. W. had indicated that Robert was frequenth' "silh'" 
and "baby-like" at home, exhibiting sudden bursts of 
unrelated activity invohing kicking, jargoning, running 
around aimlessly. Mrs. W. either ignored Robert or told 
him to stc^ acting like a '"baby". Ehiring one of the therapy 
sessions, Robert suddenly started jargoning and running 
aimlessl}^ from one end of the room to the other. When 
1 got up and joined him in running from one wall to the 
ether. Robert stopped to see me rua When I reached the 
other end and stopped to look at him, he started to laugh 
and ran to the other end of the room. This way we took 
several turns running from one end to the other. This mmcd 
the previoa<ily aimless and solitar>' activity into one wliich 
was playfiil, pleasurable, interesting, and. most importanth*. 
interactive. 

One of Robert's favorite activities was to be picked 
up by Mrs. W. so he could look at himself in the mirror. 
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making fiices. When she would put him down, Robert would 
ask her to pick him up again. They would repeat his cycle 
over and over. On one particular occasion when Robert 
stuck his tongue oat at the mirror, Mrs. W. imitated him. 
Robert found it very amusing and stuck his tongue out again; 
this developed into a prolonged interaction, with Mrs. W. 
varying her facial expressions and making them more com- 
plex and Robert imitating her and adding some of his own. 

Robert became more interactional, affectively expres- 
sive, and verbal, demonstrating rapid language development. 
He was able to sustain his attention for increasingh' long 
periods of time. Stereotypies, perseverative behavior, and 
"sudden bursts of unrelated activity" virtually disappeared 
once Mrs. W. re^nded to Robert's idiosyncratic behavior 
by imitating him and turning such behaviors into playful 
interactioa Many ^cial sessions were devoted to exploring 
Mrs. W.'s concerns regarding her conflict over "filing" 
Robert She was concerned that by reciprocating his *t)ab\ - 
ish" behavior, she would reinforce it, and subject herself 
to criticism firom the many pecple involved in the child 
welfere agenc>\ 



Foster pareftts who care for children 
With severe symptoms should define 
themselves as professionals and be 
provided with the therapeutic and 
financial support to fulfill that role. 



As Robert develc^d more complex, reciprocal gestural 
communication, he started to show the beginnings of re- 
presentational cxpzcixy. Unfortunately, his symbolic pla}*. 
especially around negative affective themes, was not 
supported and encouraged by Mrs. W., whose st\1c wa.s 
more didaaic and judgmental. For example, when Robert 
came over and touched my nose, I responded by saying 
**honk! honk!". This turned into a game of Robert touching 
my nose and my re^nding **honk! honk!". Mrs. W. was 
uncomfortable wth this as she felt that Robert was being 
"mean" by pinching my nose. On another occasion when 
Robert e^q^ressed his anger by hitting a doll, Mrs. W. told 
htm to be nice to the doll. We discussed reality vs. fantas\' 
play and the importance of fantasy play in helping children 
understand their world by working through their negative 
emotions in the safety of fantas\\ Mrs. W. gradually started 
joining Robert in his pretend play. It was interesting to note 
that even thcaigh Robert had become quite interactive 
gesturaiiy, he tended to once again be involved in solitar\- 
play when playing symbolical!}-. 

I suggested ways in which Mrs. W. could become an 
active partner in reciprocal symbolic interaction witii Robert 
by introjecting herself into his solitary symbolic play in such 
a way that he had to respond to her. Howe\'er, Mrs. \\ 
told me that she wished to stop the caregivcr-child inter- 
actional therapy sessioas becaase Robert was not experien- 
cing any behavior problems at school or in the home. 



Although Mrs. W. may or may not have been an example 
of this phenomenon, it is not unusual for parents and 
caregivers to have some difficulty dealing with symbolic 
interaction/pretend play, especially if the play opms up 
themes that may be troubling to adults, s^'ch as aggression. 
Rather than confront a family, I the door open for 
future work together. I shared with Mrs. W. our sease that 
although Robert is well on his way to the road of social 
communication, he may need more help in the future at 
certain developmental st^es. I invited her to keep in touch 
with us periodically to monitor his progress, as well as to 
provide consultation should difficulties arise. 

Mrs. W. was also encouraged to work with Robert's 
teacher at tiis school placement to encourage the teacher 
to apply some of the same principles that she was working 
on with Robert to promote his social and emotional devel- 
opment. Work with Robert's foster care worker centered 
around permanency planning and strategies for making his 
visits with his sister more interactive. 

Discussion 

Clinicians who treat children with FDD charaaeristics 
within foster care may need to assist both the foster caregiver 
and the child welfare system in reexamining the relationship 
between the foster parent and the child Many foster parents 
fcxnjs on their foster child's feelings of deprivation and 
rejection, and believe that if the child is provided with a 
safe, nurturing and loving foster home, the child will thrive. 
Whereas this approach may have worked for most of the 
children entering foster care in years past, many of today's 
foster children enter out-of-home placements with 
significant psychopathology (Hochstadt et. aL, 1987). For 
these childrea love is simply not enough. Children with 
FDD characteristics in particular require caregivers who 
understand their foster child*s unique vulnerabilities and 
who are committed to the major effort invoked in engaging 
their child in an interactive relationship. In order to facilitate 
this, clinicians ma>' initially need to provide training to child 
welfere workers around the importance of preparing the 
foster parent for a child with significant emotional chal- 
lenges, and assessing the foster parent's willingness to meet 
those challenges. It has been our experience that many foster 
parents are woeftiUy unprepared for the challenges which 
the\' are about to face when they welcome a child into 
their home. 

If the clinician becomes involved with a foster famih* 
in which a child with PDD characteristics has already been 
placed, the clinician will need to describe the severity of 
the child's difficulties to the foster parent in the presence 
of the foster care worker in order to avoid later confusion 
and collusion around the foster parent s invoh^ement in the 
child's treatment. 

It goes without saying that placement stabilit}' should 
be u priority for all young children in foster care. For a 
young child with PDD characteristics, stabilit\' is essential 
in promoting the engagement and attachment necessary for 
emotional development. The child's own behaviors, how - 
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ever, may jeopardize the stability of his placement Foster 
parents may jfind themselves increasingly alienated fix>m and 
angry toward a child who is, at times, poorly related idio- 
syncratic, and sodally isolated. The clinician will need to 
confirm the validity of those feelings for the foster parent, 
but at the same time ^peal to the professionalism and the 
eTqpertise of the foster parent in encouraging the parent 
to maintain her commitment to the child. 

This cannot be accomplished without the support of 
the child welfare system In fact, the clinician may need 
to assist the foster care woricer and the foster parent in 
significantly redefining the foster parent's role. In order to 
foster a child with FDD charaaeristics, it is essential that 
a foster parent become an active and central participant 
on the therapeutic team. Foster parents must be willing 
to provide daily therapeutic experience, at home which will 
extend the interactive principles upon which the clinician 
is focusing in treatment In addition, the foster parent ma>' 
need to play a central role in coordinating the other services 
the child is receiving, and in providing whatever home-based 
interventions are entailed in those services. The child welfare 
system may need to support this effort by reducing the 



number of foster children in the home of a child with FDD 
characteristics, or providing "flexible funds" for the child 
care of other foster chUdren to enable the foster parent 
to provide intensive, interactive time with the FDD child 
The clinician may need to catalyze the effort within 
the child welfare system to redefine the role of foster parent 
as a professional, and to provide the training and inter- 
ventions wiiich wouid enable a foster parent to fulfill that 
role. Onh^ when foster parents define themseh^es as pro- 
fessionals and are provided with the therapeutic and financial 
support to fiilfill that role, will they be able to provide the 
caregiving required by a young child with as severe a 
constellation of symptoms as pervasive de\'elopmental 
disorder. ^ 
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Simon: continued from page 20 

This was real progress in at least five ways: 1 ) he attended 
with his back turned; 2) he was re^x)nsive to my tone; 
3) he was on target in terms of receptive language pro- 
cessing; 4) he was able to discover an alternative way to 
verbalize acceptance of the command; and 5) all thl*^ 
occurred even while he was quite excited. 

During this early period of treatment I tried to help 
Simon*s family appreciate the growth promoting power of 
cue-based, redprocal tum-takii^ and expressrve, gestural 
communicatioa It was important for them to work harder 
to catch and extend his gaze and j&nd the optimal level 
of fcidal expressiveness— what Simon could tolerate without 
having to avert Mother, in particular, needed help to slow 
down, minimizing volume, words and touch while also 
responsively modulating expressive and gestural cuing. And 
uoth parents have needed consistent encouragement not 
to fall into scripted, stereotyped dialogue with their re- 
petitive soa It is perhaps not surprising that, during this 
period, they found with great pleasuie that they were able 
to get him to re^nd to the babyish requests, "Show me 
your hair!, Show me your belly button!" and the like. 

Setting limits and providing autb^entic responses 

It was crucial to help Simon's famih' to remove from 
his life almost all media with repetitive potential, especiall> 
video tapes. Parents of hyperactive, unfocused and/ or non- 
verbal children are often relieved to find that their children 
watch quietly, seem to attend to and even repeat the sounds 
of tapes. But unfortunateh-, it Ls onh' rote repetitions of 



the taped scripts and songs that begin to emerge from their 
children, not spontaneous communicatioa In fact, some- 
times the memorized dialogue takes the place of previousl)' 
learned responses to common questions, about food choices, 
for example. And when the content of \ideos is frightening 
or confusing, as is nearly always the case, the tapes become, 
paradoxically, magnetic; children clamor to sec them 
reF)eatedly. 

Although it wasn't easy for them initialh-, Simon's 
parents maxiaged to set careful limits on what and how 
much tape he saw and heard like other parents who make 
this change, once the tran^tion was accomplished over a 
week or two, they noticed that Simon s urgency to watch 
the tapes disappeared and he seemed less preoccupied and 
more available. 

I had also been encouraging this incredibly child- 
tolerant family to move him through doors, rather than 
allow him to linger for fifteen minutes to half an hour as 
he investigated each one. No wonder going anywhere with 
him liad become a nightn:iare! I suggested that they simpl>^ 
pick him up and go through doorways, talking S(K)thingh- 
yet firmh' about where they were going. Within a shon 
time, he stopped the protest tantrums and accepted their 
direction, often coming along without a pick-up. The>' were 
delighted to be able to go places with him again. 

Even in ps>'chotherapy, it Ls \1tali>' important to set 
comprehensible Umits with children like Simon. Otherwise 
they come to sease that the>' are viewed as destructi\'e. 
mess>; or wild. lhe>' also do not get the feedback thc>' 
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need to move from obliviousneSwS to recognize their inqjact 
on others. Thus when Simon stepped on my toes, which 
teqppened very often early on, I tried to help him see that 
he did Even though it didn't hurt, he was intruding on 
my ^ace and behaving as thoi^ my foot were wood. As 
his sensory feedback system began to normalize through 
his work with the occupational therapist, Simon first began 
to notice niy protests, then to heed them. 

It is a fundamental re^nsibility of adults who care 
for young children to help them learn to behave in socialh' 
acceptable ways. Still, it sometimes seems impossible to help 
an oblivious and driven child to recognize his effea. What 
to do? First, limit the stimuli, guided by your observations 
of the particular child. For instance, I quickly noticed that 
if Ileft any toys out, Simon would manipulate them randomh' 
for a few seconds, drop them on the floor, and not return 
to them I stopped leaving anything out. Second, have a 
good reason if you tolerate something that would general!}' 
be out of bounds. (Praying for the plumbing!) I let, and 
even joined, Simon in wadding up large amounts of toilet 
paper with water and plopping them gleefully in the toilet 
in session after session for several months, just after he was 
toilet trained at age iVi or so. I saw the aaivity as his earliest 
attempts at symbolization and this capacity grew in inter- 
active significance over dme. It is not unrelated that Simon 
b^an to symbolize in response to kind but firm toilet 
training; children progress in symbol-making capacity in 
response to reasonably placed limits. 

On the other hand, once I helped Simon master opening 
my storm window, quite an accomplishment, 1 did not allo\^' 
him to throw bailed-up paper out of the window. Simon 
resisted my resistance, but in those confrontations lurked 
vigorous interchanges. The issue here was not safet>\ bu* 
rather differences in volitions, and it was imperative for him 
to meet up with mine, so he could gradually absorb standards 
of the permissible. Finally, I tried not to let Simon hurt 
me or break anything. When he did he was faced with 
a dramatic change in my affect, enough to c^ture his notice 
but not enough to fiighten him. Of course, over the duration 
of his treatment, the acceptable limits have shifted in 
correspondence to changing goals and objeaives. 

By the time his speech and OT-sensor>* integration 
ther^ies began (two and four months after our treatment 
began, respectively), I knew Simon rather well. With the 
addition of each new therapy, I could literally see an increase 
in his pace of growth across many developental areas. I 
have similarly been inpressed over time with the effect 
of dietary restrictions based on the sensitivities we noted 
by using the elimination diet ( see Greenspan, 1992, chapter 
8). llie driven and unfocused quality of Simon's activity* 
diminishes when hLs diet is followed. When he Ls at his 
best now, what was hyper- reactivity and hyperactivity look 
more like robust eagerness. 

Upping the ante 

Once Simon had generalized his attachment to his family 
to include me, and we were discovering the terrain on 



which he could permit greater affective and gestural inter- 
change, it was time to *1jp the ante". Whenever possible, 
I be^n to linger before reading his stereotyped cues, which 
consisted mainly of reachii^ towards something he wanted 
or, more frequently, pulling the arm of the nearest femiliar 
person towards what he wanted In other words, when 
Simon \^'as in a state of high motivation, he was made to 
work harder to organize and convey his desire. An in^rtant 
component here was to get Simon to attend to the others' 
separateness, and at times, to our differing intentions. 

If, for example, he insistently pulled my arm to open 
the window, I might decide to scratch my nose first before 
accommodating. That gesture would bring his attention to 
my fece, one goal. I would delay or play dense only up 
to, or a little past, what Simon could stand, initially probably 
less than a second at a time. But this tolerance grew and 
with it, in tiny increments, so did his relative flexibility. 
My effort was always to let him see that while I would 
coc^rate, I had my own timetable and volition and, equalh' 
important, that he could more and more ^dfically convey 
what he wanted As I came to see his insistent, quickh' 
escalating demandingness both as engagement with me and 
as an affea he needed to learn to both tolerate and modulate, 
I became bolder in challenging him. For example, I mi^t 
clumsily stick my foot in the path of a door he was intent 
on moving. The numbers of communication circles he coiald 
open and close in a row grew correspondingly. I was also 
relie\'ed to see evidence of Simon's good intelligence, as 
he would sometimes quite craftily figure out how to get 
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me to do something he wanted, a bit like a chess player 
figuring out several related moves ahead. 

During this period we b^an to work hard to get Simon 
to notice that we saw what he saw and, although this was 
much harder stUl, we tried to help Simon notice \^t we 
noticed Hiis culminated in a period during which Simon 
noticed every single flying machine overhead, **See *plane! 
. , . See 'copter!" he would announce and point Again the 
eflfort was not to get stuck within the limits of his 
repetitiveness. So, I might respond, always with dramatic 
expressiveness, "Oh, 1 no see airplane," or *1 see pigeons." 
I would try to select something which I knew (or hoped) 
he was on the edge of bearing to focus upon, even while 
I used broad gestures and tried to help him take in more 
of me. 

^mon became very interested in the keys to my fix)nt 
door, and quickly mastered which was wliich and the 
mechanics of getting the door opea We also ^>ent several 
weeks or more taking turns at ringing the door bell, iden- 
tifying ourselves on the intercom, and buzzing each other 
in. Not only was he becoming proficient in the intricacies 
of an urban office entry system but, fiar more important, 
Simon was beginning to internalize my activities and to deal 
with our fijequent separations and reunions. As will be seen 
presently, Simon later incorporated these fairly circum- 
scribed drcies of interaction into fiar richer play. 

A few months later, Simon began to evidence a re- 
markable capacity to remember certain things, such as the 
names of printed letters and numbers, and also various sub- 
way routes, stop by stop. His family naturally re^nded 
to tliis evidence of his intelligence with delight and invest- 
ment They needed tactful, supportive but also authoritative 
direction not to encourage wiiat easily could have become 
"idiot savant"-like, prodigious, but decontextualized and, 
therefore, totally useless knowledge. 

I cannot emphasize enough that, in the face of the 
virtually magnetic desire to memorize and recite wtiich 
children like Simon often develop on the way to more normal 
functioning, it is essential to resist the tenq^tation to bolster 
what could become a rote ^linter skill which would 
compete mightily with the unfolding of wtiat for these child- 
ren is far more taxing— ^ntaneous interchange. At that 
time, it was much easier for Simon to learn and rej^eat 
than to rc^x)nd to constantly changing, novel interactions 
and circumstances; but it was those very interactive 
capacities, difficult though they were for him, wiiich dearly 
needed practice and growth. Simon's propensity to absorb 
and announce details needed to be hitched to meaning 
in the real world With difficulty, his parents came to under- 
stand this and nianaged enormous restraint, accepting 
Simon's impressive pronouncements with » interest but 
moving him along to something else appropriate!)', some- 
thing which demanded interchange from him. 

Toward shared meaning 

The sunny days of spring magnetized Simon to the out- 
doors and I decided to try working with him outside rather 



than confront \viiat I sensed was a latent, but powerful oppo- 
sitional potential He became increasingly interested in 
venturing past the front of ray brownstone. We b^an to 
rec^itulate some of the "stair game" on the stairs and 
entrances to the neigjhboring building?. However, because 
we were on new terrain, there were novel opportunities 
and the game became increasingly varied and ^ntaneous. 
One variation included my imitating the squeaks and scree- 
ches of various doors, which he b^an to recognize. So 
after a wliile if I said "Let's go screech door", he would 
know which buildii^ 1 meant, and soon afterwards Simon 
began to tell me which building he wanted to go to by 
a **S-C-R-E-E-OH" or a "squeak". In this wa>', I began to 
feel that we were developing a personal, idiosyncratic but 
expanding interactive language, not xmlike what good dyads 
have between them as one-word-at-a-time b^ins to emerge 
at the end of tlie first year. And, of course, parallel to these 
developments were similar emerging capacities within his 
other key relationships. 

Somewhat later, Simon b^an to notice the activities 
of the mailman, who was usually making his rounds during 
two of Simon's four weekly qjpointraents. For many weeks 
we acconq>anied this kiiKlly gentleman on his rounds; Simon 
was intrigued with his job, \^iiich, of course, consisted of 
opening and dosing many doors, mailboxes and mail slots. 
He had a fine set of keys and performed his routine in 
relatively repetitive, stereotyped ways. The mailman's 
activities and our increasing imitation of his duties, which 
we began to pretend on a day when he did not show i^, 
became the perfect transition fixjm door activity that was 
meaningless, to door activity that had increasing meaning, 
meaning which we both understood, meaning which we 
shared. 

Back in the office, another step forward came when 
Simon began to represent going on a bus, going up its stairs, 
putting the coins into the change machine and saying, 
"hello," to the driver. These representational activities were 
the full extent of the play; no story could be elaborated 
at that point, tenq)ting thou^ it was to me. Once, wiien 
I tried to challenge him to go further, I got on the **bus" 
and complained, **Oh! Have no moneyl" Simon, who could 
only take me literally then, cheerfully ordered, "Pretend!" 

So individual representational elements became an 
increasingly large rq^ertoire and later on became int^rated 
into more connected and aflBectively rich interactions. For 
instance, Simon began to resent the end (rf the treatment 
houre. I learned this as he began to dismiss me from sessions 
as a part of play, tellii^ me that my jppointment was over. 
He played Rebecca and I became Simoa I would grump 
and ftiss, to his delight— affective expressions which were 
beyond him then and elude him yet. This play became 
elaborated as he would sit at my desk, pretend to be me, 
writing and stapling. When I (Simon) returned, he 
(Rebecca) would buzz me in the front door with great 
glee. You see once more a derivative of door play which 
utilizes the later *l>uzzing in" sequence. You also see Simon 
enthusiastically woridi^ on his internal representation (of 
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me, in this instance), while he labored to iSnally get his 
personal pronouns, which had been reversed for months, 
accurate. 

At around this time, Simon finally' began to use the 
toys, at first in a bowling type game we developed together. 
This play had no connection to doors (at last!) and it was 
heavy on turn-taking, waiting one's turn, and noticing both 
visually and auditorally what each of us did Equally im- 
portant, these were shared sequences which were built up 
and devel(q>ed between us and some of the joy w^ in the 
shared interaction and mutuality of elaboration. I admired 
his action-ideas and he began to notice and ^predate mine. 

I described a recent session about a sheep, a lamb 
and a cow early in this report. Here is an excerpt from 
a message left on my answering machine a day later, by 
the ^jedal teacher at his nursery school. In it, you will 
note how Simon carries themes from place to place imme- 
diately (but sometimes still too repetitively and concretely^ 
and how he tends to utilize and apply his experiences: 

Today Simon and Sabrina ivere partners on the 
way to tbe park. He started to say to me Tm a 
sheep. Baa! baar He latched onto Sabrhta and 
told her dearfy, *^ou be Bo Peep, and FU be the 
sheep. rU pretend to be lost and you try to find 
me and feed me, 

, . . She totally got into iL They dashed arotmd 
the park, cUmbed the brick waU and tip the slides 
. for at least twenty'fivemif wtes. He'deven stop, 
make a few variations, remind her of the rules: 
thai he was to be lost, and she had to find him. 
Eventually S ibrina grew tired of his ideas and 
tvanted to make changes. He went along with her 
wishes, listening to her ideas and following her 
directions. He was also able to shift gears back 
and forth between taking directions and giving 
them. 

These are examples of Simon's dawning ability to make 
connections between affect-laden ideas. His play demon- 
strates emotional thinking, even given the relatively heavy 
demands made by social interaction and large motor activity. 
Further, Smon was able to follow, not just lead (demand ). 
and to vary in connection with another child. These devel- 
opments are, no doubt, related to a recent addition to his 
intervention program: in order to help him attend to the 
more erratic, Cast, action-oriented messages of children and 
to generalize his growing communication capacities his lan- 
guage therapist began to see him at home with his brother 
and in school with a classmate. 

Remaining challenges in Simon s development and 
for his treatment 

In addition to the transition to kindergarten in a regular 
elementary school, many continuing challenges confront 
Simon. He tends to be concrete, rather than imaginative 
and resourceful. In recent months, he has occasionally 
evidenced stress through blinking, nose-picking and playing 
in a nx)re "driven" way than has been usual These regressive 
manifestations have all been transitory, but in them we 



glimpse his constitutional vulnerabilities and tendency to 
hyperactivity which are usually kept in check by his diet 
and limitations on stimulation or stress. 

Predictably, given his history (wiiich includes the 
intensive treatment plan!), Simon is also very self-centered. 
He does not like to be alone. It is difficult for him to pay 
attention to and cc^ with the volition of others if it con- 
tradicts his own. Simon tends to focus on the pleasant as 
a defense. He ma\' fieetingly touch on a painful area, but 
then will latch onto something slightly perseverative or 
something pleasant This pattern is not unlike his fether's 
charaaerologic style and is therefore likely to be tenacious. 
An illustration: 

Simon recently came into a session, pointed to 
a bandage on his knee, and announced that he 
had fallen in scIhhM. I responded with restrained 
sympathy and interest He answered my first 
question about where the incident had occurred, 
but when I tried to get him to tell me a few more 
details about it, he smiled, Jumped out of his chair, 
andsaid, "LeTs play hats,'' a game which, by now, 
has become very familiar and repetitive to both 
of us. 

We can see a clear relationship between this current de- 
fensive posture and his initial reliance on rcpetitK'e activi<>* 
(with doors) as a defense against overstimulating sensor\ 
inputs. It is also easier for Simon to move on to something 
else than to exercise his incipient but still relatively poor 
capacity to produce language about something painful that 
happened in the past. These, however, are characterologic 
problems with some continuing constitutional vulnerability', 
a long distance &t)m Simon's earlier diagnosis. 

Therapeutic planning Ls now geared to help Simon 
experience and cope with a variety of feelings and to get 
the upper levels of his capacities more consistently available 
and better int^rated with each other. For exan^ie, I hqpe 
that his representational activities will more reliably become 
rich, symbolic play which includes a wide range of affects 
and themes. Simon does continue to have language pro- 
cessing and production challenges. However, he is unusualh' 
interested in pleasing the adults around him and he is 
therefore motivated to notice our questions, requests and 
demands. His age-appropriate reading readiness and math- 
readiness skills (now quite well-integrated strengths, rather 
than the extraordinary but isolated skills he had been in 
danger of developing) will also serve him as he moves into 
school, although we will continue his ^cial teacher to 
help him through the transition. He, needs to make up for 
lost time by working through the self-centered, dependent 
and **hungry" position; by improving his cognizance of others 
and his receptive language skills; by internalizing conflicts 
increasingly so that they provide fuel for an affectively rich 
and symbolic inner life; and by dev'eloping self-observing 
functions. 
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Essential elements in Simon's progress 

Two years and two months into treatment, Simon is 
a warm, animated and eager youngster who speaks in full 
sentences. His language and cognitive strides, his affective 
vivacity, his widening interests, his relatedness to important 
people in his life, and his increasing social skills are 
heartening. His uniquely dedicated and organized parents, 
who were themselves bolstered by their extended family 
and Simon's good functioning in certain key areas— in 
particular his motor and eye-harid coordination edacities 
and, (as became evident over time), his intelligence— were 
real strengths. But in more exaggerated ways than in nor- 
mally developing childrea Simon's growth did not go 
forward in a straight line. There were long plateaus and 
some backsliding; when slippage occurred it seemed to take 
Simon over with fri^tening con^leteness and speed. We 
had to identify quickly what \'^'as overloading him; once 
we learned to do this, it was usually easy to figure out 
w: to do in terms of modifying his diet or the level of 
Ci jnmental stimulatioa It is worth noting that this kind 
of experience can, with adult assistance, develop a child's 
own self-monitoring skills; Simon already knows that certain 
foods make him "a little wild" and he seeks out alternatives. 

The reader may well ask, 'What happened to Simon, 
given that his development looked essentially average (as 
verified by carefiil history taking, photos and viewing of 
homemade videotapes) in the first year to eighteen or so 
months?" Our working ujiderstanding is that his constitu- 
tional vulnerabilities undermined solid achievement even 
of early social, emotional and communicative milestones; 
and, further, as functional challenges increased in the second 
year, Smon's sensor>' and language processing capacities 
were too fragile to keep up the heavy pace required to 
.integrate normal unfolding across various lines of 
development (A. Freud, 1965) and by his vigorous, sociable 
femily. He not only stopped progressing along a number 
of lines, but it also appears that as higher level processing 
was required, his perceptions of the outer world were fielded 
throu^ an increasingly obstructive system Integration of 
incoming percqjtions became impossible and with this 
constant overload came perseverative attenpts to protea 
himself. Simon not only stopped progressing in most areas 
besides laige and small motor capacities, but he also had 
lost a range of recently achieved landmarks by the time 
we met him. 

Quidren like Simon get hit with a **double whammy'' 
because as they rapidly lose their abilities to perceive and 
negotiate their environment, they concurrently become 
unable to elicit what they need from their key caregivers. 
For example, to Simon s parents, his fescination with doors 
seemed like one of the few remaining interests he had 
So, rather than trying to stay contingent emotionally and 
gradually help him to expand his range of focus, they un- 
wittingly fostered his perseverative, unconneaed concen- 
tration on doors by letting lm\ become absorbed with them 
while they stood by watching. Given that sensory and pro- 
cessing systems are invisible unless one is trained to know^ 



^s^iiat to look for, it is inconceivable that panints of such 
children would discover by themseh^es what could work 
to help their child grow. 

It is essential to acknowledge to parents that it would 
be close to inqpossible for them to figure out their child 
on their own— what works to calm and ftxrus most children 
does not work with these childrea Worse, \^tot worked 
a few months or even weeks earlier with such children 
no longer works. As their children become increasingly 
constricted in their tolerance of variation and stimuli, and 
more and more insistent on sameness and repetition, most 
parents find themseh^es inexplicably locked out of genuine 
interaction with their child When their child does approach 
them they are increasingly commanded to function as an 
extension of the child's immediate and frequently repetitive 
desires, with threats of r^id escalation to tantrums always 
looming. 

In my work with Simon, I needed the optimism and 
energy to join and challenge him, gradually making him 
work harder to organize and convey signals about what 
he wanted and needed It's much more active work than 
the interpretive and play-symbolic interventions I had 
learned in my training. It is also necessary to be authentic 
and affectively responsive to such a diild Indeed, as it went 
along his treatment required that I let him sec a flash of 
anger now and then Similarly, wiien, several months ago, 
Simon knocked me for a loop by asking, * Why I come here?'* 
and before I could form a reply, turned his deep blue eyes 
softly at me and answered himself by saying, "Because I 
love you," it was important, I think, for Simon to see and 
feel niy gratified, loving rci^wnsiveness, 

"Hie keys to Simon's rapid progress are: 

• An appropriate, stage-^cific but observationally 
based assessment \^iiich goes beyond diagnosis and the 
commonly practiced, cross-sectional, test-based 
elaboration of vulnerabilities to an evolving, int^rated 
evaluation of strengths. This approach encourages inter- 
ventionists to "pl^ to," and he^ a child expand and 
generalize, his best levels erf function 

• A fundamental belief in interactive relationships as 
keys to human unfolding and organization 

• Recognition that in that unfolding, regulation, and 
organization, none of the stages or processes can be 
skipped 

• Recognition, further, that, to promote growth, the 
child's initiative must be treasured, followed, entered, 
shared, modified, and built iqxm 

• A devotion to the incremental building of shared 
meanings and pleasures 

• The contributions of allied therapies and perspec- 
tives, specifically, in tliis case, those coming frx>m 
speech/language pathology, occupational therapy, and 
early childhood education, and unrestrained use of 
those approaches 

• Regular and frequent team sharing of insights and 
strategies so that parents and all therapists could 
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consciously use and e?q>and relational OR>ortunities 

• Regular opportunities to interact with normally 
developing children 

• Carefiil attention to dietary and environmental fac- 
tors; it makes sense that many children who are uniquely 
reactive to outer stimuli would be similarly sensitive 
to ingested substances 

• Removal of exposure to repetitive media, e^cially 
videotapes and TV 

• Judicious limit setting 

• Finally, but of the most fundamental significance, 
work with parent and ciiild together to he^ parents 
remain central referents and integrators, alert and tuned 
into their child's changing needs during this period 
of mushrooming growth. 

Simon's entire family has been exceptionally dedicated 
to him and to our coUaboratioa His mother, e^^edaliy. 
has managed the details of his treamients and diet in ways 
that supported Smon's (and the team's!) stability, or- 
ganizati(xi and development. The team is crucial in such 
a case, partner detectives always investigating and building 
upon the current picture. Each of us needed to be open 
to si^estions and observations made by the others as Simon 
progressed and as he lapsed. 

In this material I have tried to convey our essential 
dedication to the building of afifeaively-engaged, vigorous, 
interactive human relationships which flowed from Simon's 
initiative and gradually shifted to more and more complex 
demands and imitations as he became more capable. In 
working with delayed yoimg children, knowledge and ex- 
perience with infents, toddlers and parents is crudaL 1 was 
helpful in detecting an organizing way of working with Simon 
given a dear cognitive and experiential ten^late in both 
my mind and my soul of what is required between a normally 
devdoping baby and his key caregiver. A "sense of person- 
hood", as Greenq>an has called it, (1992, p. 653; also this 
issue) cvoh« through relationship. This relationship itself 
must shift as child and key car^tvers contingently move 
through complementary and increasingly differentiated 
stages.^ 
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c:a lis for proposals: 



The Michigan Amodadoo for Infant Mental Health 

invites wOTksbop proposals to be presented at its 17th 
Annual Coofcrcnce. which will be held in Ann Arbor, 
Midiigan April 25-27, 1993. with the theme *The Diversity 
erf In&nt E3q)erience: Awareness and Actioa" Froposais 
tmsst be received by Friday, December 11, 1992, For 
an application or to be on tfie mailing list, contact University 
of Michi^ Conferences and Seminars, 541 Thon^n 
Street, Room 112, Ann Arbor, MI 48104-1360, tel: (313) 
764-5305, FAX: (313) 764-2990. 

The Administxatkm on Children Youth and Families 
(DHHS) in collaboration with the Society for Rcscardi 
in Child Development and the National Council of 
Jewish Women Center for the Child invites proposals 
for presentations at die 2nd National Head Start Research 
Conference, to be held November 4-7, 1993 in Washington, 
D C. on the theme, 'Translating Rcscardi into Practice: 
In5)licatioos for Serving Fiunllics with Young Childrca" 
Absirw:ls mus$ be postmarked by January 29, 1993^ 
Fbr submission guidelines contact Faitfi Parker, NQW 
Center for the Child, 53 West 23ni Street, New Yori^ NY 
10010, teL (212) 645-404, FAX: (212) 645 7466. 

Munksgaard International PuUishers, in association 
with the Narwe^to Centie for Child Research, will 
begin publication of CbOdbood A Global Journal of Child 
Researtb in Fd^ruary, 1993. Studies are welcomed **om 
the widest possible variety of geogrsqjhical, social and 
cultural settings." However, only original papers written in 
English will be cooskkred A brochure with ordering 
information and instructions to authors is available from 
Childhood, Regional OflBicc for North America, Munksgaard 
International PuHisbers Ltd. , Three Cambridge Center, Suite 
208, Cambridge, MA 02142. 
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